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HE occurrence of a cerebrovascular accident 

is an ominous incident in the life history of 

the patient with arterial hypertension. It is the 

cause of death in almost a third of all hypertensive 

persons. As for those who survive such an acci- 

dent, clinical experience has led to the belief that 

recurrences are likely and that mortality increases 
with each subsequent stroke. 

Many hypertensive patients who had already 
sustained definite cerebral accidents have presented 
themselves at the University of Michigan Hospital, 
seeking some preventive to ward off a recurrence. 
Many of these patients with hypertensive cerebro- 
vascular disease have been treated with the sur- 
gical procedure of bilateral supradi gmatic 
splanchnicectomy and lower dorsal sympathetic 
ganglionectomy, in the attempt to alter beneficially 
the course of the disease. These patients have now 
been followed for a number of years, and their 
course subsequent to operation is the basis for this 
report. 

To determine whether a sympathectomy has 
modified the natural history of - hypertensive 
cerebrovascular disease, the course of patients not 
operated on must first be known. The literature 
on the duration of life after cerebrovascular 
accidents is almost entirely based on autopsy 
records; such reports are concerned only with 
patients who die after apoplexy. Thus, these 
records are not entirely valid for determining prog- 
nosis and mortality. Also, the several reports in 
the literature on survival in hypertension in general 
do not distinguish the patients with cerebrovascular 
disease.'-® 

Because the literature does not provide a com- 
pletely adequate control for purposes of comparison, 
Griep, Barry and Hall’ have collected a group of 
117 hypertensive patients who were first studied 
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at the University of Michigan Hospital ten or more 
years ago, and who were not treated with a splanch- 
nicectomy. Six patients in this series had sustained 
a cerebral accident prior to the first examination. 
Of 4 women, 2 were still living ten and eleven years 
since the initial examination; the other two survived 
one year and eight years respectively. Both male 
patients were dead, having lived for seven and eight 
years respectively after their first examination. 
A cerebral accident was the cause of death in each 
case. 

Brown® has reported on 120 patients admitted 
to the Henry Ford Hospital, Detroit, between 1934 
and 1939, each case clinically diagnosed as cerebral 
hemorrhage; an elevated blood pressure above 
150 systolic and 100 diastolic was present in 90 
per cent of the cases. He found that 65 per cent 
of patients recovered from their first cerebral 
accident, and 52 per cent from their second one. 
Only 10 per cent survived a third stroke; and the 
mortality was 100 per cent for a fourth stroke. The 
intervening time between strokes ranged from a 
week to eighteen years, and the average interval 
was two and a half years. This report is mentioned 
to point out that once a hypertensive cerebral 
accident occurs, recurrences are frequent and mor- 
tality increases with recurrence. Therapeutic effort 
to ward off recurrence of hypertensive apoplexy 
is thus warranted. 


MATERIAL 


During the ten years intervening between 
November, 1933, and November, 1943, more than 
1000 hypertensive patients were treated by splanch- 
nicectomy at the University Hospital, and 135 
had previously sustained a definite cerebrovascular 
accident in which neurologic signs persisted for at 
least seventy-two hours. Cerebral incidents of 
shorter duration and episodes of hypertensive 
encephalopathy are not included. A duration of 
seventy-two hours is used to differentiate 
cerebrovascular accidents from _ cerebrovascular 
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Types of Cerebrovascular Accident 


Sixty-six patients had sustained a hemiplegia, 
with coincident aphasia in 8. Hemiparesis had 
occurred in 50, a facial paralysis in 7, and aphasia 
alone in another 6 cases. There were 6 cases of spon- 
taneous subarachnoid hemorrhage, the spinal-fluid 
findings in each confirming the diagnosis. 


Age 


The youngest patient was nineteen years, and the 
oldest was fifty-five years. Seventy-eight per cent 
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tomy in 135 Cases 


of this series were forty years and older at the time 
of the operation. 


Sex 


There were 73 male (54 per cent of the series) 
and 62 female patients. 


Blood-Pressure Distribution 


The average blood pressure ranged from 290 
systolic, 178 diastolic, down to 170 systolic, 106 
diastolic. Seventy-eight per cent had diastolic 
levels of 120 and higher. 


Interval between Cerebrovascular Accident and Opera- 
tion 
Fifty-three per cent had a splanchnicectomy 
within six months of the cerebral accident, and 
12.5 per cent were operated upon four to six weeks 
after the cerebral accident. The longest duration 
between apoplexy and operation was four years. 
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OPERATION AND OPERATIVE Risk 


The operative procedure consists of bilateral 
resection of the greater, lesser and least splanchnic 
nerves, and excision of the lower thoracic sympa- 
thetic ganglions. During the first six years this 
operation was performed, only the lower three 
dorsal ganglions were removed. Subsequently, the 
ninth dorsal ganglions were also excised routinely. 
In recent years the operation has been extended 
to include a routine excision of the eighth dorsal 
ganglions. Higher ganglions, such as the seventh, 
sixth and fifth, are now frequently excised, depend- 
ing on the technical facility in the individual case. 

The anatomic dissection is carried out entirely 
above the diaphragm. This technic of splanchnic 
resection is performed bilaterally in one stage. 

Three operative deaths occurred in this series 
of 135 hypertensive patients with cerebrovascular 
disease (operative mortality of 2.2 per cent). These 
patients were fifty-three, fifty-four and fifty-five 
years old, and in addition each had definite organic 
heart disease. The cause of death in each case was 
probably a cerebrovascular accident; autopsy, per- 
formed in 1 case, revealed thrombosis of the right 
middle cerebral artery and extensive recent infarc- 
tion of the area supplied by the artery. 

There were three additional postoperative vas- 
cular accidents, which the patients survived —a 
cerebral thrombosis with left hemiparesis, a throm- 
bosis of the anterior spinal artery and a left-facial- 
muscle paralysis. 

The operative mortality for hypertensive patients 
in general has been 1.6 per cent for those 
without papilledema, and 10 per cent for those with 
malignant hypertension.°® 


SURVIVAL AFTER SPLA 


In this group of patients, each with a preoperative 
history of a definite cerebrovascular accident, the 
five-year survival rate for 62 female patients was 
74.3 per cent, and the ten-year survival rate for 
23 female patients was 48 per cent (Fig. 1). The 
five-year survival rate for 73 male patients was 
61.8 per cent, and the ten-year survival rate for 23 
male patients was 34.8 per cent. 

For the entire series, the five-year survival rate 
was 67.3 per cent, the seven-year survival rate was 
63.5 per cent, and the ten-year survival rate was 
40.5 per cent. It should be noted that 16 cases with 
papilledema are included in this series. 

Unfortunately the 6 cases of hypertensive 
cerebrovascular disease followed by Griep et al.’ 
in which operation was not performed constitute 
too small a group for purposes of comparison. 

Forty-three patients, or approximately a third 
of the entire series, have suffered a recurrence of 
cerebrovascular accident during the long period 
subsequent to neurosurgical treatment, and 38 
of these have died. Fifty per cent of the deaths in 
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this series have been caused by recurrence of a cere- 
brovascular accident; 37 per cent of the deaths 
have been due to congestive heart failure and 
coronary thrombosis. 


Factors INFLUENCING SURVIVAL 


Sex 


It is well known that hypertensive disease is much 
more serious in men than in women. The women 
of this series also had a better survival rate than 
the men (Fig. 1). It is interesting to note that a 
recurrent cerebral accident was the cause of death 

in 70 per cent of the women who died. Yet only 
37 per cent of the deaths among male patients were 
the result of another cerebrovascular accident, heart 
disease being the main cause of death. 


Diastolic Blood Pressure 


The mortality for the 135 patients with hyper- 
tensive cerebrovascular disease increased propor- 
tionately to the height of diastolic blood pressure 
at the time of operation. The five-year survival 
rate was 87.5 per cent for patients with diastolic 
levels below 120, 70.5 per cent for those with dias- 


tolic levels of 120 to 134, 66.5 per cent for those | 


with diastolic levels of 135 to 149 and 46.5 per cent 
for the patients with diastolic levels of 150 and 
higher (Fig. 2). 


Retinal Hemorrhages 


The presence of retinal hemorrhages at the time 
of splanchnicectomy adversely influenced the sub- 
sequent survival rate (Fig. 3). The 64 patients with 
retinal hemorrhages had a five-year survival rate 
of 59.5 per cent, whereas the 71 patients without 
retinal hemorrhages had a five-year survival rate 
of 74.5 per cent. The ten-year survival rates were 
29.3 per cent and 48 per cent, respectively. The 
preoperative funduscopic examination through 
dilated pupils was performed in each case by staff 
members of the Department of Ophthalmology. 


Heart Disease 


Prolonged survival after a cerebral accident and 
subsequent sympathectomy is markedly dependent 
upon whether or not organic heart disease is co- 
incidentally present (Fig. 3). There were 107 cases 
in which definite heart disease existed at the time 
of the operation; this diagnosis in each was con- 
firmed by an abnormal electrocardiogram or 
teleroentgenogram showing cardiac enlargement 
or both. The five-year survival rate for these per- 
sons was 58.8 per cent. On the other hand only 
1 patient of the 28 with normal hearts died within 
five years of operation. The five-year survival rate 
for patients with previous cerebrovascular accidents 
but no coincident heart disease was 96.5 per cent. 
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Impaired Kidney Function 


There were 51 patients with impaired kidney 
function, as evidenced both by an inability to con- 
centrate urine to a maximum specific gravity of at 
least 1.020 on an eighteen-hour concentration test!® 
and by urea-clearance values of less than 60 per 
cent of average normal; these 51 persons had a five- 
year survival rate of 49.3 per cent. For 84 cases 
with normal kidney function, the five-year survival 
rate was 77.5 per cent. The 43 patients who had 
both heart disease and kidney disease coincident 
with the hypertensive cerebrovascular disease had 
a five-year survival rate of 41 per cent. There were 
3 patients with azotemia at the time of the opera- 
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PREOPERATIVE DIASTOLIC BLOOD PRESSURE 


Ficure 2. Influence of Preoperative Diastolic Blood Pressure 
on the Five-Year Survival Rate of 135 Patients with Hypertensive 
Cerebrovascular Disease. 


tion whose blood nonprotein nitrogen levels were 
above 40 mg. per 100 cc.; 1 case was an operative 
death, the second patient died within three months, 
and the third survived for three years. 


Age 


The mortality increased proportionally with 
the age at the time of splanchnicectomy (Fig. 3). 
All 4 patients who were nineteen to twenty-nine 
years old survived for five years. The 25 who were 
in the fourth decade at the time of the operation 
had a five-year survival rate of 76 per cent, and 
those in the fifth decade a rate of 69 per cent. Fifty- 
four per cent of the 37 who were in their sixth decade 
survived for five years. 


322 


Interval Between Apoplexy and Splanchnicectomy 


As long as the sympathectomy was performed 
within two years of the cerebral accident, post- 
operative survival was not appreciably influenced. 
But the 53 per cent five-year survival rate in the 
30 cases in which two to four years elapsed between 
the stroke and the operation was definitely lower 
than that of the remainder of the series. 


Factors of No Influence on Postoperative Survival 


The presence of headaches, the occurrence of 
epistaxes, the neurologic findings subsequent to the 
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per cent, there has been no significant change from 
the preoperative diastolic-blood-pressure levels. 
Seventy patients, or the remaining 52 per cent of 
the series, are now dead, five to fourteen years after 
splanchnicectomy. 


RATIONALE OF SPLANCHNICECTOMY 


The influence of splanchnicectomy upon the 
cerebral circulation is an indirect one, for the opera- 
tion does not denervate the cerebral arterial bed. 
Whatever benefit patients with hypertensive cere- 
brovascular disease may derive from a sympa- 
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Ficure 3. Factors Influencing Five-Year Survival Rate of 135 Patients with Hypertensive Cere- 
brovascular Disease Treated by Splanchnicectomy. 


cerebral accident, the complaint of vertigo and the 
known duration of elevated blood pressure prior 
to operation exerted no significant influence on the 
survival of the patients in this series. 


BLoop PRESSURE AFTER SPLANCHNICECTOMY 


The 65 patients still living five to thirteen years 
after splanchnicectomy performed subsequent to 
a cerebral accident have recently been examined. 
Fourteen, or 10.4 per cent of the entire series, are 
maintaining normal blood-pressure levels of less 
than 150 systolic, 90 diastolic. Two of the patients 
maintaining normal blood-pressure levels were 
operated upon in 1937, each six months after a 
cerebrovascular accident, and the preoperative 
blood-pressure levels averaged 225 systolic, 148 
diastolic, and 185 systolic, 120 diastolic, respec- 
tively. 

In 41 cases, or 30.3 per cent of the entire series, 
significant reductions of 20 mm. or more from the 
preoperative diastolic pressure have been main- 
tained for five to thirteen years. In 10 cases, or 7.3 


thectomy must thus stem from an improvement 
in the general circulation following operation. 

It has been demonstrated in this series that the 
persons who continue to live a long time after 
splanchnicectomy without recurrence of cerebral 
accidents also continue to maintain significant 
reduction of their blood pressure, with only a few 
exceptions. In a previous study of cardiac aspects — 
in cases of arterial hypertension treated by 
splanchnic resection," it was found that there was 
significant improvement in electrocardiograms and 
decrease in heart size after operation. 

In recent years it has been realized that certain 
dynamic, functional factors are involved in the 
production of brain-tissue damage from vascular 
causes. In addition to the occurrence of the his- 
tologic changes of hyalinization and thickening of 
cerebral blood vessels in hypertension, super- 
imposed disturbances in the general circulation are 
responsible for the cerebrovascular accidents in this 
disease. 


| 


Vol. 240 No. 9 


The reduction of blood pressure, the improve- 
ment of cardiac status and the decrease in pressor 
response to emotional and other stimuli after 
splanchnicectomy reflect the improvement in the 
general circulation that occurs in some cases. This 
approach to the cerebral circulation via the general 
circulation seems reasonable, until a more effective 
measure is available for long-range treatment of 
hypertensive cerebrovascular disease. 


Discussion 


As yet no definite statement can be made whether 
the surgical procedure of splanchnicectomy has 
beneficially altered the course and prolonged the 
lives of patients with hypertensive cerebrovascular 
disease. The literature does not contain a sizable 
series of hypertensive patients followed after sur- 
viving a cerebral accident. No control group is 
available for a proper comparison. 

That some patients with hypertensive cerebro- 
vascular disease pursue a rather rapid downhill 
course with a short duration of life is pointed out 
by Taylor and Page.” They studied 40 patients 
who died of hypertensive disease (19 of cerebral 
hemorrhage) to uncover facts that might aid in 
predicting whether a patient with essential hyper- 
tension is likely to have a stroke. Five findings 
were especially common among those who died of 
cerebral hemorrhage: severe headache, vertigo or 
syncope, motor or sensory neurologic disturbance, 
epistaxis and retinal hemorrhages. Those who died 
of cerebral hemorrhage lived an average of two 
years and one month after the first symptom of the 
ultimate cause of death; the duration of life from 
the appearance of the first neurologic sign averaged 
only a year and a half. 

Newbill"* determined the duration of life after 
cerebrovascular accidents in 296 cases found in 
the 10,903 consecutive autopsies performed at 
Charity Hospital, New Orleans, between 1929 and 
1938. Only 16.9 per cent of patients lived one 
month or longer after apoplexy, and only 1 survived 
longer than a year. Naturally, studies based on 
autopsy reports can only present the most 
unpleasant view of a clinical picture. 

The survival statistics of our series of hyperten- 
sive patients with cerebrovascular disease treated 
by splanchnicectomy appear good, but decision 
whether the operation has beneficially modified 
the course of this aspect of hypertensive disease 
must await valid comparison with an appropriate 
control. The ultimate worth of the neurosurgical 
treatment of arterial hypertension can best be 
evaluated by determination of its influence on the 
natural life history of this disease. 
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SUMMARY 


The surgical procedure of bilateral supradia- 
phragmatic splanchnicectomy has been utilized 
in the treatment of 135 hypertensive patients who 
had already sustained a definite cerebrovascular 
accident, in the attempt to alter beneficially the 
course of their disease. 

These patients have now been followed for a long 
time, and it has been found that the five-year sur- 
vival rate for the entire series (in which male 
patients predominate) was 67.3 per cent, and that 
the ten-year survival rate was 40.5 per cent. The 
female patients had better survival rates than the 
males. 

Survival in hypertensive cerebrovascular disease 
is adversely influenced by the presence of retinal 
hemorrhages, high diastolic blood pressure and 
heart disease, the coincidence of impaired kidney 
function, the advancing age of the patient and an 
interval of longer than two years between the 
stroke and the splanchnicectomy. 

Fourteen patients who had previous hyperten- 
sive cerebral accidents were maintaining normal 
blood-pressure levels five to eleven years after 
operation. 

Approximately a third of the entire series suffered 
a recurrence of cerebrovascular accident during the 
long period subsequent to neurosurgical treatment, 
and 50 per cent of the deaths were caused by such 
recurrences. 

1313 East Ann St., Ann Arbor 
541 Lincoln Road, Miami Beach 
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PUBLIC FINANCING OF MEDICAL EDUCATION, RESEARCH, HEALTH AND 
MEDICAL CARE* 


Autan M. Butter, M.D.f 


ISCUSSION of the bills pertaining to medical 

education, research, health and medical care 
that are now before the Congress indicates a con- 
siderable public interest in these matters. The in- 
crease in the effectiveness of modern medicine and 
in the cost of medical care has forced this interest 
upon the public. The public is not only interested 
as consumer but also as financier. The fact that in 
1946 the public through Government contributed 
some $1,200,000,000 for health and medical care 
is a measure of the failure of philanthropy and 
private charity to meet the needs. 

The increase in the number of hospitals over the 
country at large faced with bankruptcy and in the 
number of medical schools having difficulty balanc- 
ing their budgets has emphasized the need of financ- 
ing medical care and education in a more systematic 
manner than in the past. When we are still in a 
period of inflation, when the country is seriously 
short of physicians and when medical education 
must be both expanded and improved if the medical 
needs of the people are to be satisfied, some of the 
wealthiest medical schools are being forced to cur- 
tail their budgets and most teaching hospitals in 
the country are faced with an annual deficit that 
threatens solvency. One of the large teaching hos- 
pitals in the past year had a deficit approximating 
one million dollars. . 

In the last few years, the opposition to Govern- 
ment as the logical agency in a democracy to col- 
lect funds from the public for medical education 
and research and from those whose health permits 
productive effort to finance those who suffer the 
misfortune of illness has lessened markedly. The 
public and the American Medical Association have 
within the past few years approved Government 
financing of hospital construction on a national 
basis, Government financing of medical education 
and medical research by grants from the Federal 
Security Agency and the proposed National Re- 
search Foundation, Government extending its sup- 
port of maternal and child care through the Chil- 
dren’s Bureau of the Federal Security Agency, and 
Government extension of public-health services. 
The American Medical Association has also, in en- 
dorsing the Taft National Health Act of 1947, ap- 
proved Government financing of medical care for 


*Presented at a meeting of the Suffolk District Medical Society as part 
of a ymgosem on Current Congressional Medical Legislation, Harvard 
Club of ton, May 1, 1948. 

jatrics, Harvard Medical School; chief, Children’s 
husetts General Hospital. 
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low-income groups. Incidentally, the approval of 
these five things means that the American Medical 
Association has now endorsed five of the six parts 
of the original Wagner—Murray-Dingell Bill. In 
view of the bitter denunciation of this bill by the 
medical profession, endorsement of so much of the 
original bill is indeed noteworthy. 

The question before us today, therefore, is not 
whether we will or will not have Government- 
financed medical care; it is rather how Government- 
financed medical care will be accomplished. 

Must it continue in the more or less haphazard. 
manner by which it has been accomplished up to 
date, or can it be done in a more orderly and co- 
ordinated manner? 

Mr. Bernard Baruch, speaking in November to 
the County Medical Societies and Hospital Asso- 
ciation of New York City, said: 


There is no question — the need for more medical care 
exists. Also, there is no question this need will have to 
be met. The problem is how. . . . 

In the matter of adequate medical care, too many 
doctors have been fighting a rear-guard action for too long. 
I feel I must warn those doctors — time is running against 

em. e medical profession has justly earned great 
influence in the community. It can here that hold only 
as it moves forward. It will lose that if it has nothing 
Sa See to offer, if it has eyes only for what not 
to do. 

We must look for what can be done — and do it. 

The great question is how? I not want to seem to 
say I know the answers. We do know the public is demand- 
ing better and more medical service through some action — 
political or otherwise. .. . 

Even the least ambitious schemes for improving the 
nation’s health require more doctors, all competently 
trained. Why aren’t more doctors being educated? In 
studying that question, I was struck by how expensive 
training a doctor has become — in dollars and in time. 


Professor Edwards A. Park, emeritus professor 
of pediatrics, at Johns Hopkins University School 
of Medicine, speaking at the New York Academy 
of Medicine in the spring of 1948, stated: 


The private medical schools must have state aid. At 
Johns Hopkins the tuition is $600.00 a year. The cost to 
the medical school of the education of the student is $3,900 
per year. With the shrinking resources and the disappear- 
ance of the old private supports and without the addition 
of new, the full-time medical schools cannot continue. 

The State must aid the student financially, because of 
the long, costly preliminary years of preparation, if medi- 
cine is to attract the finest of our young men. Duri 
four years in Johns Hopkins Medical School, the cost 


the expenses of the medical student, apart from tuition, 
is from $1,300 to $1,500 a year. During his hospital train- 
ing as intern, he receives no stipend. Only to those who 
command financial resources and can wait the years of 
preparation is a medical career open. 
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The New York Academy of Medicine’s report 
on “Medicine in the Changing Order” states: 


. . « There seems no alternative other than government 
aid if educational standards are to be raised or even main- 
tained. ... medical schools are to continue as centers 
of research . . . here also government aid may be necessary. 


A beginning is being made in such financing of 
medical education and research under existing 
legislation through the United States Public Health 
Service and the National Institute of Health. The 
bill pertaining to financing medical education 
that has recently been introduced in the Congress 
is the most recent development. Thus far the 
manner in which admirably qualified committees 
have approved the applications for scholarships 
or grants to support teaching and research has given 
little ground for criticism. Will the Congress defend 
the professional direction of this federal support 
or will it permit its members or members of the ad- 
ministrative branch of the Government to channel 
the grants to specified fields of medicine that have 
a popular appeal? If so, Government-financed 
medical education and research may be as compart- 
mentalized by sentimental appeal as is the research 
financed by the high-pressure drives for infantile 
paralysis, cancer and, recently, heart disease. The 
bill pertaining to heart disease certainly demands 
careful thought. If we start piecemeal, according 
to the dictates of pressure groups without due 
thought, the possibility of systematically financing 
medical research on a broad co-ordinated basis by 
Government support may be postponed for years. 

As a pediatrician I am particularly interested in 
improving the training of physicians in the health 
and medical care of infants and children. The 
recommendations of the Executive Committee of 
the American Academy of Pediatrics concerning 
federal support of pediatric teaching were based 
on a survey recently completed, under the joint 
auspices of the American Academy of Pediatrics, 
the United States Public Health Service and the 
Children’s Bureau, of the facilities for training 
physicians in the care of infants and children in 
the United States. Dr. John A. Toomey, president 
of the Academy, reports that this survey “has re- 
vealed a critical need of funds for the support of 
pediatric departments in the medical schools and 
the improvement of pediatric teaching of medical 
students.” The Committee for the Improvement 
of Child Health and the Executive Board of the 
American Academy of Pediatrics have, therefore, 
submitted a recommendation for federal support 
of pediatric education. The report states: 


The preliminary findings of the Study reveal a startli 
lack of adequate training of a considerable portion 


both general practitioners and pediatricians. 

General practitioners provide 75 per cent of the medical 
care of the children of the gay Yet nearly half (46 per 
cent) have had practically no hos 


pital training in pedi- 
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atrics; 16 per cent have reported that they had no hos- 
pital wane whatsoever following graduation from 
medical school. 

These facts now being sharply defined by the Academy’s 
Study point directly to the need for more physicians who 
are trained in the care of children, especially in the remote 
and rural areas. This need must be met before other health 
measures can be effected. 

his n can be met only by strengthening pediatric 
education in medical schools and hospitals, les under- 
graduates and postgraduates, for general practitioners 
and pediatricians, and by bringing the benefit of this 
teaching to the child wherever he is. 

Personal visits to each of the seventy approved medical 
schools and their affiliated hospitals have brought into 
clear focus the precarious financial situation which limits 
pediatric education today. The average budget for the 
pediatric departments of the seventy medical schools is 
approximately $25,000 a year. Over a third of the pediatric 
departments work on teaching budgets of less than $10,000 
a year; three of these have no regularly allocated funds 
for teaching. 

Federal support for child health training is required to 
provide more physicians, both general practitioners and 
specialists, better trained in the medical care and health 
supervision of children from birth to adolescence, as a 
means toward making available to all children of this 
country a more equitable distribution of health services 
of high quality. 


The presentation of this considered report to 
Academy members has produced a rather violent 
reaction from some quarters. In a letter to Dr. 
Toomey, Dr. W. C. Black, of the Association of 
American Physicians and Surgeons, said, 


I cannot tell you how stunned and staggered I was as I 
read this vicious document which has received offici 
approval by our Executive Board. I could not believe 
my eyes. Now that I have recovered from the initial 
shock somewhat, I wish to inform of my complete, 
total, uncompromising disgust with this stupid and vision- 
ary report, and the clear implication that control of Acad- 
-emy affairs and of the pediatric survey have fallen into 
the hands of persons committed to the collectivist social 
philosophy. 


This is a fair example of the vehemence with 
which doctors can say what not to do. It reminds 
one of the editorials that appeared in the Journal of 
the American Medical Association in 1937 damning 
the Committee of Physicians and the 430 endorsers 
for advocating federal support of medical education 
and research. Not only were these physicians called 
followers of Communist philosophy in those edi- 
torials but also they were asked to make a public 
apology for and retraction of their statement. 

The antipathy of many Americans to genuine 
planning is interesting. Today, perhaps half the 
budgets of medical schools and half the sums ex- 
pended on medical research are provided by Govern- 
ment. The public accepts all this governmental 
financing of medical research and education if it 
is done without much over-all planning. The same 
attitude applies to medical care. It is all right for 
the United Mine Workers to establish separate 
health and medical services for its members. It is 
all right for the Garment Workers to establish 
clinic, but not home or hospital medical services. 
The United Automobile Workers may establish 
a diagnostic service provided they do not follow 
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diagnosis with treatment. The American Medical 
Association will endorse Senator Saltonstall’s school 
health services bill, if it is limited to physical ex- 
amination and does not include treatment of needs 
detected by the examination. Apparently, almost 
anything is all right as long as effort is divided, unco- 
ordinated and inefficient; and as long as one does 
not undertake to do a systematic job in providing 
health and medical care for the American people. 
Is it that we are afraid of our ability to tackle the 
real job, or are we afraid of what doing the job suc- 
cessfully would mean? As I have already suggested, 
should we not rather be afraid of what legislation 
without considered thought and planning may do? 

I do not wish to argue here the pros and cons of the 
National Health Insurance Act of 1948 (S. 1320) 
vs. the National Health Act of 1948 (S. 545). But 
in terms of considered planning vs. temporary ex- 
pediency the two measures may serve as examples. 

When the original Wagner—Murray-Dingell Bill 
was first discussed much thought was given to 
whether medical care should be financed from 
general tax funds or by application of the insurance 
principle. The more radically inclined favored 
financing medical care from general tax funds. 
This, they said, applied the principle of progressive 
taxation and continued the present policy of the rich 
paying for the medical care of the poor. The repre- 
sentatives of labor, however, argued that this was 
in a sense too socialistic. It meant that the lower- 
income groups would be getting “free medicine.” 
It also meant that most of the public would not 
directly feel the cost or be aware of it. It was 
argued that application of the insurance principle 
by payroll deduction was sounder. This, it was 
said, would mean that all labor or gainfully oc- 
cupied people would be conscious of the cost of 

governmentally financed medical care. Hav- 
ing visibly paid their money they would insist 
upon getting their money’s worth. This would be 
an excellent check on the economy and efficiency 
of the services. They also emphasized that appli- 
cation of the insurance principle by payroll deduc- 
tion would automatically designate those whose 
medicine would have to be financed from general 
tax funds. For obviously all persons against whom 
payroll deductions were not made would of neces- 
sity be needy persons who had to have their medical 
care paid for by others. 

The group arguing for application of the insurance 
principle by payroll deduction won. So the Wagner- 
Murray—Dingell Bill (the National Health Insurance 
Act of 1948) avoided a “means test” that would 
be costly in administration and open to all kinds 
of political pressures at the local administrative 
levels concerning eligibility. Apparently Mr. Baruch 
agrees with this conservative decision by those 
drawing up the Wagner—Murray—Dingell Bill. 

In the address referred to above, he states: 
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Your [that is, doctors’] organizations have been par- 
ticularly active in pressing voluntary health insurance. 
You and others have proven group insurance to be a sound, 
practical way. That is a great achievement. You can be 
mighty proud of it. 

ut I would not be frank — nor or — if I did not. 
add what you know. It is not good enough. 

Rome was not doctored in one day. It may be, as some 
have told me, that the needs of the bulk of our people 
can met, given time, through voluntary insurance. 
What troubles me most are the needs of that sizable seg- 
ment of society which does not earn enough to pay for 
voluntary insurance. .. . 

Nothing has been suggested so far, which promises suc- 
cess, other than some form of insurance covering these 
people in by law and financed by the Government, at least 
in part—what some would call “compulsory health 
insurance”. ... 

As to financing, my own preference runs toward the 
Government meeting only part of the cost, with part coming 
from payroll deductions from employers and workers. . . . 

The detailed problems raised by so-called compulsory 
health insurance are too numerous to be discussed tonight. 
I have weighed them most carefully. . . . 

law imposes compulsion. A form of compulsory 
health insurance for those who cannot pay for voluntary 
insurance can be devised, adequately safeguarded, with- 
out involving what has been termed “socialized medicine.” 


Another conservative feature of this bill (S. 1320) 
is its provision for medical education and research. 
If the people, through their Government, are spend- 
ing money on medical care, promotion of medical 
education and research seems highly desirable as a 
means of maintaining standards and improving 
the effectiveness of that care. In setting aside for 
education and research 2 per cent of the sums ex- 
pended on medical care this safeguard seems satis- 
factorily provided. 

But just as with the problem of financing medical 
education, some doctors will have none of this. In 
objecting they have gone to rather extraordinary 
extremes. For example the National Physicians 
Committee, which is endorsed by the American 
Medical Association and whose endorsement is 
now before the Massachusetts Medical Society, 
spent some $600,000 last year on propaganda from 
which the following is taken: 


THE MOST DEADLY MENACE 


Over a period of ten years, no issue in the United States 
has held the deadly menace that is inherent in the relent- 
less drive to im on the American people — COM- 
PULSORY HEALTH INSURANCE. No other issue 
has been as assiduously and as persistently promoted by 
its sponsors. 

It has taken ten years to unmask the forces behind the 
peer and to force the issue into the open. 
the sponsors have been unmasked. The issue is in the open. 

The source of the unremitting and relentless drive for 
Compulsory Health Insurance — Socialized Medicine — 
the Political Distribution of Medical Care in this country — 
: the Moscow dominated Communist Party of the United 

tates. 

This program did not originate in the United States, but 
in the secret councils of ould communism. 

The campaign for socialized medicine in the United 
States stems directly from Kremlin communism. 


Five years ago similar leaflets of this committee 
said that the forces behind the sponsorship were 
Naziism and Hitlerian totalitarianism. But ap- 
parently that was a mistake. However, there ap- 
pears to be no mistake about Lloyd George, Roose- 
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velt, Wagner, Murray, Truman and Baruch being 
Communists. 

The Taft National Health Act states, as you 
know, “that it is the policy of the United States to 
aid the States, through consultative services and 
grants-in-aid, to make available medical, hospital, 
dental and public-health services to every individual 
regardless of race or economic status.” This will 
be accomplished under state-wide programs that 
will provide “‘(a) hospital services, surgical services 
and medical services for all those families and in- 
dividuals in the State having insufficient income to 
pay the whole cost of such; and (b) periodic phys- 
ical examinations for all children in elementary 
and secondary schools in the State.” And it is 
further specified: “Such program shall provide for 
the collection of proper charges of less than the 
total cost of such services from persons unable to 
pay in whole, but able to pay in part therefor.” 
The federal contribution to the costs of these 
programs will come from general tax funds. Each 
state is left to collect its portion of the costs as it 
sees fit. No mention is made in the bill of definition 
of eligibility other than mention that the services 
are to be provided for families and individuals 
with low incomes. So the question of whether this 
bill is intended for 20 per cent or 70 per cent of the 
public is left open. Eligibility, however ultimately 
defined, will have to be reassessed continually ac- 
cording to the shifting earning capacity and ex- 
penses as affected by employment and illness. And 
each time the eligibility will have to be defined 
in terms of the Government’s contributing 10, 25, 
50, 75 or 100 per cent of the costs of the care at the 
moment. Thus, the bill provides “free medicine” 
to an indefinitely and difficultly defined portion 
of the public. Moreover, the federal Government 
is denied means of defending the quality of this 
free medicine. Finally there is no provision for im- 
proving medical care by supporting medical educa- 
tion and research except for some very inadequate 
support for dental research. The following is Dr. 
Park’s opinion of the bill: 


If the bill were passed as it stands, there could be as 
many different systems of medical care as there are states. 
Some of these in the more progressive states would probably 
be very good, in some other states exceedingly r, and 
all woud be laid open to the possibility of political in- 
trigue and inefficiency. If the passage of the Wagner- 
Murray-Dingell Bill would produce chaos in medical care, 
the Taft Bill would produce national confusion and per- 
haps corruption, and would establish an_ inefficiency 
which it might be impossible to overcome. It would span 
the way to the perpetuation and extension of the r 
features of the present system of medical care without 
the assurance # new good features. The bill is an ex- 
ample of careless thin ing, or not thinking at all, and 
the fact that such a manifestly inferior measure could 
pro by our legislators is depressing to those who 
perceive how glorious a medical care program might be. 


In an article in the Yale Review, ex-Governor 
Arnall states: 
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.... There is a wide gulf between the proposals of some 
liberals for universal medical care and "the proposals of 
some Radical Tories for subsidization of medical costs 
in the lower-income groups, a form of Bismarckian State 
Socialism repugnant to all American concepts, however 
well intended and however beneficial to the subsidized 
groups at the expense of the main body of citizens. 

e Democratic party can, with propriety, support a 
measure, such as President Truman recommends, to in- 
clude the cost of medical care in the general Social Security 
program of the country. The desirability of a specific 
measure would depend upon the cost of the program, 
the details of administration . .. etc. But, in theory, 
there is os objectionable about such a program. 
the other hand, a program to subsidize medical care of 
those who are in depressed groups, to establish such a 
subsidy as a national policy and thereby give aid and 
comfort to those who believe that a handout is the a 
proreees substitute for justice, is not in accord with the 

asic beliefs of those who think that America can fulfill 
its promises of individual freedom and social responsibility. 


Neither the National Health Insurance Act 
(S. 1320) nor the Taft National Health Act (S. 545) 
is compulsory regarding use of provisions by the 
public or participation by doctors. Both provide 
compulsion for collection of funds from the public. 
Indeed, the compulsion is similar to that pertain- 
ing to public education. Hence the designation of 
the former as a compulsory program and the latter 
as a voluntary one appears odd. Under both bills 
the federal Government’s role is largely collection 
and allocation of funds. Under S. 1320 there are 
a few provisions whereby the federal board with 
the advice and consent of the advisory council may 
designate standards in the interest of quality of 
care and efficiency of service. This kind of federal 
administration of grant-in-aid programs to states 
has been going on for years. The charge that either 
of these national health programs would establish 
a federal autocracy that would dominate American 
medicine and a federal bureaucracy that would bog 
it down seems to miss the serious administrative 
difficulties. The serious administrative problems 
under either bill will be at the state and local levels 
rather than the federal level. 

In using these two bills as examples of the diver- 
gent manner in which Government financing of 
medical care may be approached and the emotional 
reactions that this problem may evoke, my per- 
sonal point of view may be apparent. That how- 
ever is not important. What is important is that 
we are at the crossroads where the decision must 
be made to proceed either along the way of a broad 
clearly defined policy of more adequately financing 
medical education, research and care or along the 
way of ill defined temporary expediency. The 
former will require considered thought, tolerant 
discussion and much public debate. Diversity of 
opinion should be not only expected but also en- 
couraged. For as President Conant of Harvard 
remarked in his annual report of this year, “Ina 
democracy with our traditions only those reasoned 
convictions which emerge from diversity of opinion 
can lead to that unity — so essential for the wel- 
fare of the country.” In this connection the medical 
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profession’s discouragement of divergent opinion 
within the profession is unfortunate. Respect in a 
democracy for minority opinion is perhaps the most 
conservative way to contribute to the wisdom of 
majority opinion. Possibly it is this lack of con- 
sidered debate by the profession that has resulted 
in its having no constructive program. Again, to 
quote Dr. Park: 


Granted that it is impossible now to think through the 
problem of medical care to the very end, it is certainly 
possible to think a considerable way into it; some re- 
quirements are common to any comprehensive medical 
care plan, and are as evident now as twenty years away. 
There is no planning in what is going on, and this is because 
there is no medical leadership. 

Its much touted “ten-point program” is no program 
in any original, dynamic, or constructive sense, or, indeed 
in any sense, but only a series of pious platitudes. .. . 

Its primary concern throughout as judged by its be- 
havior has seemed to me to be aimed consistently at the 
preservation of the medical care system as it exists today 
at all costs. Disturbed, it cries out in the words of Fafnir 
coiled around his treasure, when the youthful Siegfried, 
the personification of the new order, approaches with his 
magic sword, “‘Lass mich schlafen.” 

In this critical period of change, when the handwritin 
appears on so many walls, the behavior organi 
medicine is humiliating, and its leadership has seemed 
incredibly stupid... . 


As a member of the medical profession and the 
American Medical Association I regret that such 
criticism can justly be made. It is a serious in- 
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dictment of the profession. I am often shocked to 
learn how many physicians have so little informa- 
tion about the matters we are discussing other than 
what they obtain from the one-sided presentations of - 
the National Physicians Committee and other or- 
ganizations supporting that point of view. The 
constructive participation of the medical pro- 
fession in the development of any national health 
program is essential for the accomplishment of a 
good job. “Without more adequately financing 
medical education, research and care a good job 
cannot be done. 

My purpose in speaking tonight is to stress that 
something is going to be done as remarked by Mr. 
Baruch because of the public’s demand, and to 
urge you as members of the Suffolk District Medical 
and Massachusetts Medical societies to give con- 
sidered thought to these matters so that a good 
job may be done. If not, we as doctors will suffer, 
as well as the public. I mention specifically this 
society and the Massachusetts Medical Society not 
as a politically expedient way of ending comments 
that may be interpreted by some as unduly critical, 
but because the past history of both societies amply 
justifies the expectation that considered thought 
by you will result in much needed tolerant dis- 
cussion, intelligent decisions and constructive action. 


SARCOIDOSIS IN IDENTICAL TWINS* 


Josern F. Suerer, Jr., M.D.,f Ropert T. Ketitey, M.D.t 


LITTLE COMPTON, RHODE ISLAND, AND WASHINGTON, D. C. 


INCE the original descriptions by Besnier, 

Boeck and Schaumann of the disease that now 
bears their names, many papers'* have adequately 
presented the characteristic clinical and patho- 
logical findings. However, relatively few authors 
have reported on the occurrence of sarcoidosis in 
siblings. No report has been made of sarcoidosis 
in twins. 

Leitner’ mentions several authors who have 
described sarcoidosis as it occurred among members 
of the same family. He states that Richter found 
sarcoidosis in sisters. The older one showed involve- 
ment of the skin, typical lung findings and 
splenomegaly; the younger sister had cystic changes 
in the bones and lesions of the fingers. Dressler 
observed sarcoidosis in a sister and brother® and in 
two brothers.’ The diagnosis was established on the 
basis of the clinical picture and roentgenologic find- 
ings. MacCormac® described Boeck’s sarcoid in 
sisters aged fifty-four and sixty-one years. In the 
younger the diagnosis was confirmed by biopsy 


*From the Veterans Administration Hospital, Kecoughtan, Virginia. 
tResident in urology, Lankenau Hospital, Philadelphia, Pennsylvania. 
tFellow in medicine, Yater Clinic, Washington, D. C. 


as well as typical skin lesions, the appearance of 
the lungs by roentgenography and a negative Man- 
toux test. The other sister showed similar lupoid 
patches, but further studies had not been per- 
formed. Bergmann’® reports the disease in 2 sisters, 
with death occurring in each case as a result of right- 
sided heart failure and chronic hematogenous tuber- 
culosis. In 1 case an autopsy was performed. The 
other sister was thought to have had the same ill- 
ness, Owing to the strong similarity of the clinical 
course. Skin lesions of Boeck’s sarcoid were seen 
in both cases. Sellei and Berger!® observed sarcoi- 
dosis in 5 siblings in a family of 7, the diagnosis being 
established by biopsy. Boggild’s'! report consists 
of the findings in sisters, two and five years of 
age, with roentgenographic evidence of lesions in 
the bones of the hands that was considered 
pathognomonic of Boeck’s sarcoid. There was no 
histologic evidence of the condition on biopsy. 
The first to report sarcoidosis in siblings in the 
American literature were Robinson and Hahn.” 
They found Boeck’s sarcoid in siblings of two un- 
related families. In one family two brothers were 
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affected, whereas in the other family the diagnosis 
was made in 4 male siblings. 


Case Report 


Case 1. J. W., a 22-year-old Negro, was admitted on 
January 27, 1947, to the Veterans Administration Hos- 
pital, Kecoughtan, Virginia, complaining of constant dull 
chest pain of 2 months’ duration. Concomitant symptoms 
included exertional dyspnea, occasional hemoptysis and 
epistaxis. He also complained of weakness, weight loss and 
fatigue. About 2 weeks prior to admission he ‘had become 
aware of a diminution of vision and bilateral swelling of the 
upper eyelids and of the parotid regions. Vague abdominal 
symptoms became manifest on the week of entry. 

The past history was noncontributory. His father was 
said to have had carcinoma of the stomach. 

Physical examination disclosed a well developed and well 
nourished, ambulant man, who was slightly dyspneic. There 
were several small, freely movable, nontender, hard nodules 
palpable in both upper eyelids. The lacrimal glands were 
enlarged. The mucosa of each nasal passage was hyperemic 
and excoriated, cg evidence recent hemorrhages. 
In the lower portion of the right nasal passage near the 
vestibule there was a nodule, 2 mm. in diameter, that 
appeared friable. The heart and lungs were essentially nor- 
mal. ere was marked voluntary-muscle spasm and 
moderate tenderness to palpation in the right upper quad- 
rant. The liver, spleen and kidneys were not palpable. 
There were no other significant findings. 

A roentgenogram of the chest showed a marked degree 
of symmetrical mottling extending from both hilar regions 
to the pulmonary periphery. The skull, bones of the hands 
and wrists showed normal architecture and density. A roent- 

nogram taken 2 weeks later showed a slight progression 
in the pulmonary lesion. A gastrointestinal series was nor- 
mal. An electrocardiogram was within normal limits. 

A complete blood count was entirely normal. The urine 
had a specific gravity of 1.020 and contained a trace of 
albumin, and an occasional white blood cell was seen in 
the centrifuged specimen. The blood Wassermann and 
Kahn tests were negative. The serum protein was 6.3 e . 
a 100 cc., with 2.7 gm. of albumin and 3.6 gm. of globulin. 

€ nonprotein nitrogen was 35 mg. per 100 cc. A sedimen- 
tation rate of 16 mm. per hour (Cutler method) was present. 

e prothrombin time was 21 seconds. Repeated examina- 
tions of the sputum for acid-fast bacilli were negative. 

The patient was treated with a modified tuberculin regimen 
consisting primarily of rest and a highly nutritious diet. 
Because of frequent nosebleeds the nodule in the right nasal 
passage was removed. There was no return of the epistaxis 
after this procedure. Microscopical examination revealed 
one large tubercle composed of epithelioid cells with no 
caseation or surrounding reaction. The diagnosis was 
Boeck’s sarcoid. 

After 2 months of hospitalization he developed a left 
facial-muscle paralysis, which persisted for 4 weeks. The 
fundi showed bilateral papilledema. A spinal puncture 
showed normal fluid under a slight increase in pressure. 
The temperature ranged between 97 and 101°F. An intoler- 
ance to salicylates was observed in the course of treatment. 

ere was no regression in the physical findings. However, 
after sufficient symptomatic improvement, he was dis- 
charged after four months in the hospital. 

Seven weeks later he returned to the hospital because of 
an exacerbation of symptoms. He stated that a paralysis 
of the right side of the face had developed in the interim 
and that he now suffered almost constant headaches. He 
had also become aware of some difficulty in speaking. 

Physical examination disclosed a dejected and emaciated 
man with stertorous breathing who constantly pee 
sputum consisting of saliva and streaks of blood. e nodules 
previously noted on the eyelids persisted. There was mild 
choking of both disks on funduscopic examination. Auditory 
perception in the left ear was impaired. The tongue pro- 
truded to the right, and a right facial-muscle paralysis was 
present. Below the angle of the right side of the jaw there 
were several small, movable, nontender nodules in the sub- 
tissue. The epitrochlear lymph nodes were 
enla 

The temperature ranged from 97 to 100.2°F. and was 
characterized by an afternoon rise. 
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A roentgenogram of the lung fields remained unchanged. 
A film of the sinuses revealed a polyp in the right antrum. 
An intravenous pyelogram and a barium enema were 

ative. 

e red-cell count and hemoglobin were normal. The 
white-cell count was 7000, with 60 per cent neutrophils, 36 
per cent lymphocytes, 1 per cent monocytes and 3 per cent 
eosinophils. e sedimentation rate was 20 mm. per hour. 
A urinalysis showed a specific gravity of 1.015 and a trace of 
albumin. A few white cells and hyaline casts were seen in the 
sediment. The serum protein totaled 6.6 em. per 100 cc.; the 
serum phosphorus was 3.2 mg., and the alkaline phosphatase 
6.6 mg. per 100 cc. The serum cholesterol was 264 mg., the 
blood sugar 87 mg., and the nonprotein nitrogen 30 mg. per 

cc. A urine concentration test showed that the kidneys 
were unable to concentrate higher than 1.015. Phenolsulfone- 
phthalein kidney-function tests showed 20 to 50 per cent ex- 
cretion of the dye in 1 hour. First-strength tuberculin — puri- 


Ficure 1. Photomicrograph of Biopsy Specimen in Case 1. 


fied protein derivative (0.00002 mg.) — was negative, whereas 
second-strength (0.005 mg.) was borderline positive. 

A specimen for biopsy was taken from an epitrochlear 
lymph node. Microscopical section showed the node to be 
composed of nearly confluent tubercles demonstrating epi- 
thelioid proliferation with no surrounding reaction, no casea- 
tion aoe no giant cells (Fig. 1). The diagnosis was Boeck’s 
sarcoid. 


Case 2. E. W., identical twin of J. W., entered the 
Veterans Administration Hospital, Kecoughtan, Virgini 
oa Sages 25, 1947, because of a condyloma at the an 
orifice. 

The past history disclosed that in July, 1945, while in the 
European Theater of Occupation, the patient had begun 
to suffer from painful joints, fever and pruritus. He was sent 


to Ashburn General Hospital, Texas, where lumps appeared in 
various locations on the body. Weakness, weight oss, cough 
and periumbilical pains came into prominence. e lacri 


and parotid glands became enlarged. Shortly thereafter a 
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paralysis of the right side of the face developed. There was 
a loss of sense of smell and impairment of hearing on the right. 
Two biopsies at this hospital were reported diagnostic of 
Boeck’s sarcoid. Over the following 20 months the patient 
gradually improved and was able to carry on his usual occu- 
pation. 

Physical examination revealed a well developed and well 
nourished man. The weight was 134 pounds. On the right 
side of the face there appeared several small, verrucous vegeta- 
tions. There was a large, round, firm mass anterior to and 
beneath each ear, with no adherence to the deeper structures. 
Small movable, nontender lymph nodes were felt along the 
posterior border of both sternocleidomastoid muscles. The 
sense of smell was lost. Enlarged epitrochlear and — 
lymph nodes were palpable, and shotty nodes were felt in 
both azillas. Beneath the glans penis were several verrucous 
excrescences. Small papular lesions, 1 or 2 cm. in diameter, 
were present over both tibial crests. A large cauliflower-like 


Ficure 2. Photomicrograph of Biopsy Specimen in Case 2. 


m about 10 cm. in its longest diameter, was attached to 
a satis outside the anal mucosa. 

A roentgenogram of the chest disclosed the hilar lymph 
nodes to be moderately enlarged. There was diffuse nodular 


infiltration extending from the hilar regions into the 
arenchyma of both lungs. Roentgenograms of the hands, 
eet and all the long bones of the extremities were normal. 

The blood picture was normal. The serum calcium was 11 
mg., the phosphorus was 3.6 mg., and the alkaline phos- 
phatase 6.6 mg. per 100 cc. The serum protein was 6.6 gm. 


r 100 cc., with 3.6 gm. of albumin and 3.0 gm. of globulin. 
The serum cholesterol was 223 gm. per 100 ce. e urine 
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concentrated to 1.020. A p p test showed 
35 per cent excretion of the dye in 1 hour. No Bence—Jones 
protein was found. 

First-strength and second-strength tuberculins (purified 
protein derivatives) were negative. An _ electrocardiogram 


was normal. A specimen of a lesion on the skin was taken 
for biopsy. On microscopical examination there were sub- 
cutaneous tubercles with no reaction caseation or Langhans’s 


cells (Fig. 2). The diagnosis was Boeck’s sarcoid. 
Discussion 


Little has been written regarding the role played 
by the constitution in sarcoidosis. Dressler,* com- 
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menting on his finding of sarcoidosis in siblings, 
expressed the opinion that the constitution had 
a significant effect on the pathogenesis of this 
disease, which he believed was tuberculous in origin. 
In his first case report he noted that the sister and 
brother affected with the disease bore a stronger 
resemblance to each other than to other siblings 
of the family. This suggests a constitutional pre- 
disposition. 

Bergmann® also believed that sarcoidosis is a 
benign atypical form of tuberculosis. He considered 
the disease to be manifested by a reaction in the 
form of a generalized hyaline sclerosis on a consti- 
tutional basis. He further stated that this form 
of reaction is in a stage of mutation as a consequence 
of widespread infection of the general population. 
One of his points in favor of a constitutional back- 
ground is the appearance of the disease in siblings. 
He showed in his report that his patients had other 
likenesses, such as obesity, that are at times con- 
sidered to have a constitutional basis. 

Robinson and Hahn" mentioned the striking 
similarity in the symptoms and clinical course of 
the disease in 2 brothers. 

In the cases presented above we were impressed 
by the unusual similarity of the clinical picture 
of a disease of such protean manifestations. This 
observation, together with the fact that the patients 
were identical twins, further indicates a constitu- 
tional basis for this disease. 


SUMMARY 


Two cases of sarcoidosis in identical twins are 


reported. 
The role of the constitutional factor in sarcoidosis 


is discussed. It is concluded that the constitution 
may play a significant part in the pathogenesis. 
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URING the past two years, interest in the use 

of vitamin E in the treatment of various forms 
of heart disease has been aroused by several reports 
of its efficacy appearing in medical and nonmedical 
publications. In June, 1946, a magazine with nation- 
wide circulation reported “a startling scientific 
discovery”: 

A treatment for heart disease which so far has succeeded 
against all common forms of the ailment. ... Large con- 
centrated doses of vitamin E benefited four types of heart 
ailment: arteriosclerotic, hypertensive, rheumatic and 


coronary heart disease. The vitamin helps a failing heart. 
It eliminates anginal pain.’ 


This publication aroused great interest among pa- 
tients and physicians alike; for many it represented 
the first suggestion that vitamin E was thera- 
peutically effective in heart disease. Later in the 
same month an editorial in the Journal of the Ameri- 
can Medical Association urged the need for care- 
ful evaluation of any such report.? 

Although vitamin E has been under investiga- 
tion for many years and considerable knowledge has 
been accumulated regarding its chemical and phys- 
ical properties,’ little is known about its function. 
All green plants have demonstrable amounts of the 
vitamin: it is practically impossible to produce an 
experimental deficiency in animals if natural foods 
are present in the diet. Deficiency diets have pro- 
duced many different types of changes depending 
upon which animals are used. No studies have been 
made on human beings. 

One of the most striking effects of experimental 
vitamin E deficiency is the occurrence of muscular 
dystrophy. Houchin and Smith‘ noted that many 
of their rabbits on such diets died suddenly in 
circulatory collapse, manifesting cardiac dilatation 
on x-ray study before death. The degree of 
dystrophy was not sufficient, they believed, to have 
caused the deaths, which they attributed to cardiac 
failure. Gullickson and Calverley® were also im- 
pressed by the phenomenon of sudden circulatory 
collapse, and were able to demonstrate electro- 
cardiographic changes of a significant degree in 2 
experiments on cattle that died in this manner on 
diets deficient in vitamin E. Post-mortem examina- 
tion revealed atrophy and scarring of the heart 
muscle with an increase in cellular elements, some 


*From the De ment of Medicine, Boston University School of 
Medicine, and the Fifth and Sixth (Boston University) Medical Services, 


Boston City Hospital. 
fInstructor in medicine, Boston University School of Medicine, ¥~. 
rly, chief resident physician, Fifth and Sixth (Boston University) 
ical Services, Boston City Hospital. 
istant profe of medicine, Boston University School of 
director, Fitch and Sixth (Boston University) Medical Services. 
ty Hospi 


VITAMIN E IN ANGINA PECTORIS — RAVIN AND KATZ 
VITAMIN E IN THE TREATMENT OF ANGINA PECTORIS* 
Iver S. Ravin, M.D.,¢ Kermit H. Katz, M.D.f 


BOSTON 


331 


resembling Aschoff bodies. However, Evans* has 
shown that, in rats dying of muscular dystrophy, 
electrocardiographic studies were normal, and there 
were no demonstrable changes in the heart muscle. 
Mason and Telford’ maintained monkeys for years 
on a diet deficient in vitamin E. Although at death 
the skeletal muscles and the smooth muscles of the 
blood vessels, stomach, intestines, gall bladder and 
bronchi showed hypertrophic changes, there was 
little or no change in the cardiac muscle. Houchin 
and Smith‘ have postulated that functional change 
can occur in heart muscle before anatomic change. 
They have demonstrated in cardiac muscle strips 
markedly abnormal oxygen uptake curves although 
no structural changes were perceptible. These au- 
thors have shown that the hearts of rabbits deficient 
in vitamin E are more sensitive to posterior pituitary 
extract than normal hearts. They have further 
shown that such rabbits have a much greater toler- 
ance for digitalis glycosides than normal animals. 
They believe that deficiency of vitamin E leads 
to increased oxygen demand and decreased capacity 
for work. This is independent of heart volume, 
and occurs even in isolated strips of cardiac muscle. 
The reduced capacity for work leads to dilatation 
and a further increase in the oxygen requirement. 
Govier® has investigated the relation of alpha to- 
copherols to enzyme systems involved in intracellu- 
lar oxidation, and believes that chronic anoxia may 
produce a relative vitamin E deficiency in the cell, 
which might result in damage to heart-muscle 
metabolism. It is also Mason’s* opinion that vita- 
min E is involved in intracellular oxidation. 

The difficulty of applying these experimental and 
theoretical considerations to clinical disorders in 
man is apparent. It is not possible to demonstrate 
a constant cardiac lesion; the action of the vitamin 
is not thoroughly understood; and it is extremely 
unlikely that vitamin E deficiency exists, even in 
human beings whose diets are far below the usual 
requirements. Because it is not possible, therefore, 
to demonstrate vitamin E deficiency as an etiologic 
factor in heart disease, its use in human beings 
must be considered largely empirical. 

In 1945, Vogelsang, Shute and Shute® observed 
in a patient with thrombocytic purpura hemor- 
rhagica, whom they were treating with large doses 
of vitamin E, coincidental improvement of angina 
pectoris. Subsequently, vitamin E was used in a 
variety of diseases of the heart, with uniformly satis- 
factory results. Shute and Vogelsang'® described 
marked improvement in an unselected series of 84 
consecutive patients, all with anginal attacks as 
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a major symptom. Many etiologic types were in- 
volved, and all degrees of functional impairment 
were represented. Eighty-one improved on this 
therapy; in 52 cases the improvement was noted 
to be complete or marked. In this series the vita- 
min E was administered in various forms — in some 
cases as mixed tocopherols, and in others as alpha 
tocopherol. Shute states that any capsule con- 
taining 50 mg. of natural mixed tocopherols has 
been crudely equated to 25 mg. of alpha tocopherol. 
He has recently observed that the average satis- 
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tocopherols. Assay of this product has shown it 
to have an alpha tocopherol content of 50 per cent — 
which brought the daily dosage of alpha tocopherol 
to 250 mg. During the course of the investigation, 
patients were required to avoid the use of mineral 
oil or cod liver oil, as well as any iron preparations, 
which Shute believes may inactivate the vitamin. 
Table 1 presents the results of the administration 
of the tocopherols to this group. Eleven patients 
were accented for treatment. The etiology of their 
heart disease was arteriosclerosis or hypertension, 


Tasie 1. Results of Administration of Vitamin E to Patients with Angina Pectoris. 
Case Ace Sex Race Diacnosis Duration oF 
No. Anoina Pectoris 
yr. yr. 
1 70 M Ww Arteriosclerotic heart disease; pernicious anemia (treated). 3 
2 72 M Ww Arteriosclerotic heart disease; angina pectoris decubitus. 7 
3 51 F N Syphilitic heart disease with aortitis; diabetes mellitus. 3 
4 68 M WwW Arteriosclerotic heart disease; diabetes mellitus. 3 
5 54 M WwW Arteriosclerotic heart disease; angina pectoris decubitus. 5 
6 65 M WwW Rheumatic and arteriosclerotic heart disease 10 
7 59 M Ww Hypertensive and arteriosclerotic heart disease; diabetes mellitus. 2 
& 60 F WwW Arteriosclerotic heart disease 10 
9 60 F Ww Arteriosclerotic heart disease 1 
10 58 F WwW Hypertensive and arteriosclerotic heart disease 1% 
ll 60 F Ww Arteriosclerotic heart disease 10 


factory dose is between 200 and 300 mg. of alpha 
tocopherol." 

The present study represents an attempt to 
evaluate vitamin E therapy on a small, carefully 
controlled group of patients with angina pectoris 
as the presenting complaint. The method of evalua- 
tion was similar to that described by Riseman and 
Stern” for testing the efficacy of various drugs in 
angina pectoris by an exercise-tolerance test under 
controlled conditions. All patients were systemat- 
ically investigated in the usual fashion with his- 
tory, physical examination, routine blood counts, 
blood Hinton test, electrocardiogram and x-ray 
film of the heart. On three separate occasions, at 
weekly intervals, they were given the two-step 
test before being started on vitamin therapy. In 
this way a base line of performance was established, 
and the patients were familiarized with the proce- 
dure. Each patient was required to rest for an hour 
before the test, and no nitroglycerin was taken 
during this time. The patients were rechecked at 
intervals of two or three weeks after starting treat- 
ment, and the performance was recorded. Each pa- 
tient kept a memorandum of the number of anginal 
attacks experienced between examinations, and of 
the number of nitroglycerin tablets used. After 
suitable control determinations had been made, 
each patient was given 250 mg. of vitamin E, to be 
taken twice daily, in the form of natural mixed 


or both, in 10 cases, and syphilis in 1. The duration 
of anginal symptoms varied from one to ten years. 
The duration of treatment ranged from four to 
twenty-four weeks, the average for the group being 
fourteen weeks. The columns headed “‘Before Treat- 
ment” represent the average of three two-step 
tests, and the number of nitroglycerin tablets used 
daily. The columns headed “After Treatment” 
represent the performance at the end of the testing 
period, and the number of nitroglycerin tablets 
taken at that time. Performances recorded dur- 
ing the testing period closely approximated the 
figures given for the end of treatment. Subjective 
changes reflected estimates by the patients of any 
improvement in feeling of well-being. 

In no case except Case 2 was there any difference 
between the performance before and after treat- 
ment, and in this case the consumption of nitro- 
glycerin had increased markedly in the month 
during which the patient was followed. The patient 
in Case 9 experienced slight subjective improvement, 
but there was no improvement in the performance 
of the two-step test. The patient in Case 3 had 
been taking digitalis for a year prior to vitamin E 
treatment. It was necessary to continue this 


whether or not she was taking the vitamin. When, 
for a three-week period she was unable to purchase 
digitalis and omitted its use, she required redigitali- 
zation because of the development of severe dyspnea 


| 
| 
| 
| 
| 
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and rales at both lung bases. No toxicity was evi- 
dent from the combined use of digitalis and vita- 
min E 


Discussion 


Vitamin E is a mixture of alpha, beta and gamma 
tocopherols. These may be present in varying 
proportions. It is claimed that the alpha tocopherol 
content of vitamin E determines its efficacy in the 
treatment of heart disease.'® In no case has it been 
maintained that the heart disease represented 
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uniform benefit in as short a period as a few days 
to a few weeks. 


SUMMARY 


A small, carefully selected group of patients suffer- 
ing from angina pectoris were treated with 500 mg. 
of vitamin E (approximately 250 mg. of alpha 
tocopherol) daily. These patients were studied by 
an exercise-tolerance test, and note was made of any 
subjective or objective change during the course of 
treatment, which varied from four to twenty-four 


Taste 1 (Continued). 


Case Two-Step Test Tastets Duration or Susjective Osjective 
No. TREATMENT ANGE HANGE 
BEFORE TREATMENT AFTER TREATMENT BEFOR AFTER 
TREATMENT 
trips min. trips min. per day per day wk, 
1 32 5 30 5 7-10 7-10 4 None None 
2 12 2 16 2 20-30 4 Slight improvement None 
3 12 219 13 214% 2-5 2-5 24 None None 
4 7 1 4 1 0-1 0-1 24 None None 
5 16 2 lt 2 15-20 20-25 24 None None 
6 20 2% 22 2% 5-10 5-10 16 Patient worse None 
7 50 4 50 4 0 0 10 None None 
8 18 31% 17 3 0 0 12 None None 
9 27 2 26 2 0 0 18 Slight improvement None 
10 ll 1 12 1 0 0 6 one None 
11 32 3 35 3 0 0 12 None None 


either vitamin E or alpha tocopherol deficiency. 
Rather, it must be assumed that these substances 
exert a positive action comparable to other, non- 
vitamin, drugs in increasing the efficiency of the 
circulation. For this purpose, it is maintained that 
doses much larger than those that might otherwise 
be used are necessary for beneficial results. The 
alpha tocopherol content of the preparation used 
in this study was 50 per cent, making the daily 
dosage 250 mg. of alpha tocopherol. This is com- 
parable to the average dosage of the various prepara- 
tions originally used by the Shutes and their co- 
workers: in their treatment of patients suffering 
from angina pectoris. The method of assay of the 
alpha tocopherol content of vitamin E has been 
criticized by these workers, who maintain that 
biologic assay is the only reliable procedure. These 
points remain to be proved conclusively. At present 
they represent items of possible controversy in at- 
tempting to reconcile the results of the present study 
with those of others who have reported almost 


weeks. In only 1 case was there even slight objective 
benefit. 
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MONORCHISM* 
A Report of Two Cases 


Georce K. Kawaicui, M.D.,t Paitie Cooper, M..D,t anp Harotp F. O’Donnett, M.D§ 
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ONGENITAL absence of one testis or both 
testes is still considered rare. Since the ad- 
vent of surgical treatment for “cryptorchidism,” 
however, an increasing number of cases of monor- 
chism or anorchism have been reported. Gruber,' in 
1878, reviewed the literature for a period of three 
hundred years and was able to verify only 23 cases 
of monorchism and 7 cases of anorchism. In the 
more recent literature, Thorek and Thorek? re- 
‘ ported, in 1933, a case of monorchism. Rea,’ in 
1938, reviewed the literature and found 40 reported 
cases of anorchism or monorchism. Of these, 11 were 
bilateral, and 29 unilateral. He added 6 cases of his 
own. In 1940, Counseller, Nichols and Smith‘ re- 
ported 7 cases of monorchism. The absence occurred 
on the left side in 4 and on the right in 3 cases. This 
brought the number of reported cases of congenital 
absence of the testes, in the available literature, to 
47 cases, 11 being bilateral and 36 unilateral. Be- 
cause of the importance of bearing in mind that a 
significant proportion of “cryptorchidism” may ac- 
tually represent cases of testicular absence and in 
view of the need of a uniform approach to the prob- 
lem of monorchism or anorchism, the following 
cases are presented. 


Case REportTs 


Case 1. H.F.S., a 20-year-old man, was admitted to the 
hospital on April 27, 1949, with a history of an undescended 
left testis since birth. e€ patient was admitted by his 
private physician to have the condition investigated because 
of the possibility of development of a malignant lesion in an 
undescended testis. 

Physical examination revealed an old, healed right inguinal 
herniorrhaphy scar. There was a normal testis on the right 
in proper position. No testis was an pee on the left, but 
there was a fullness at the left external inguinal ring, sugges- 
tive of a testis. Rectal examination revealed a normal 
prostate. Examinations of the blood and urine were essen- 
tially negative. The bl Kahn test was also negative. 

On May 3, the left inguinal canal was exposed through the 
usual herniorrhaphy incision. The spermatic-cord elements, 
including the vas deferens, were found leading into the scro- 
tum. However, no testis was observed either in the scrotum 
or the inguinal canal. The cord was followed down to the 
scrotum, where it ended in a fine ligament. At the end of 
the vas deferens was a small, soft elongated mass, about 
1 cm. in length and 3 mm. in width. This was excised to the 
level of the internal inguinal ring. A small indirect hernial 
sac was found. This was opened, and the peritoneal cavity 
in this region was inspected and palpated; there was no evi- 
dence of a testis. The incision in the skin and muscle was 
extended, and a meticulous dissection was then made in the 
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retroperitoneal region as far as the lower pole of the left kid- 
ney, but no testis was found. A herniorrhaphy was com- 
pleted, and the wound closed in the usual manner. 
Microscopical sections of the tissues removed from the 
scrotum revealed atrophic epididymis, in which no sperma- 
tozoa were seen, and vas deferens, but no testicular tissue. 


Case 2. C.J. H., a man, was admitted to the 
hospital on August 16, 1948, with the diagnosis of a right 
undescended testis since birth. 

Physical examination revealed the left testis to be normal 
in size and position. The right testis could not be palpated. 
Rectal examination revealed a normal prostate, and no ab- 
normal masses were reer Examinations of the blood and 
urine, as well as the blood Kahn test, were negative. 

On August 23, at exploration through a right inguinal in- 
cision, the spermatic cord was found in the usual position 
leading down into the scrotum, and ending in a ligamentous 
structure. The vas deferens ended in a few strands of soft 
tissue, and tissue somewhat suggestive of atrophic epididymi 
but no testicular tissue was found. The cord with the attach 
tissues was removed at the internal inguinal ring. A hernior- 
rhaphy was then done, and the wound closed. e peritoneal 
cavity was then opened through a right rectus incision, and 
a careful search was made for an undescended testis. The 
parietal peritoneum was also incised lateral to the ascending 
colon and the — ee area thoroughly searched, but 
no testis was found. The parietal peritoneum was sutured. 
A long, chronically inflamed appendix was easily delivered and 
removed. 

Microscopical study of the removed tissue revealed an 
atrophic vas deferens but no definite epididymis or testicular 
tissue. 


DiscussIon 


Anorchism and monorchism should not be con- 
fused with cryptorchidism or with a testis showing 
clinical evidence of atrophy. Anorchism refers to 
the absence of both testes and monorchism to the 
absence of one testis. 

The testis develops embryologically from the 
genital fold, which is essentially part of the meso- 
nephros. The epididymis and the vas deferens de- 
velop from elements of the mesonephros. The 
epididymis and the testis form luminal continuity 
approximately at the 60-mm. stage. One can 
readily see from this brief review that the close 
anatomic relation of the epididymis and the testis 
during development make the possibility of the 
descent of the epididymis into the scrotum and the 
retention of the testis in the abdomen very un- 
likely. 

Conceivably, there may be slight separation of 
the testis from the epididymis and vas deferens. 
This has been demonstrated by Badenoch,’ who re- 
ported 3 cases of complete separation of the epididy- 
mis and the testis in a series of 42 patients operated 
upon for cryptorchidism. In the first case, the 
testis was just below the internal inguinal ring, and 
the epididymis was found near the external inguinal 
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ring. In the second case, the testis was intra- 
abdominal but near the internal inguinal ring, and 
the epididymis was found in the upper part of the 
scrotum. In the last case, the testis was just below 
the external inguinal ring, and the epididymis was 
at the bottom of the scrotum. 

Counseller, Nichols and Smith‘ also point out that 
if other parts of the seminal apparatus can be 
readily located, the presence of a gonad in a remotely 
aberrant position is unlikely. 

Lazarus and Marks reported a case of complete 
separation of the epididymis and vas deferens and 
an abdominal testis. The epididymis and vas were 
found in the inguinal canal, and the testicle was 
found just inside the internal inguinal ring. 

According to Felix,? an abdominal testis, if 
present, will be found in the region of the internal 
inguinal ring. 

Bremer and Farber® offer the following opinion 
concerning the absence of a testis with evidence of 
vas and epididymis in the scrotum: 


If sections have been taken of the “vas and atrophic 
epididymis” and the tissues identified as such microsco 
ically, the best possibility in explaining the absent testicle 
is that primary atrophy of the testis occurred, either dur- 
ing development or later after descent into the scrotum. 
Due to the close anatomic relationships of the epididymis 
and testis during development, the possibility of their 
separation with retention of the testis in the canal and 
descent of the epididymis and vas is very unlikely. 


This opinion, in conjunction with other reported 
findings, we believe establishes a logical surgical 
approach to the problem of anorchism or monor- 
chism. 

There is some difference of opinion among sur- 
geons regarding what constitutes adequate explora- 
tion for an apparent absent testis. Some advise 
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merely exploration of the inguinal canal and 
scrotum; others advise additional exploration of 
the retroperitoneal structures. It must be admitted 
that a meticulous retroperitoneal operative dissec- 
tion may fail to disclose a minute remnant of testicu- 
lar tissue, but it should reveal a testis of any reason- 
able size. 


CoNCLUSION 


On the basis of this review, it is believed that in 
the presence of vas deferens, and epididymis in 
the scrotum, exploration for the testis could be 
safely limited to exploration of the scrotum, in- 
guinal canal and the peritoneal cavity in the region 
of the internal inguinal ring. 

The problem arises whether such a limited pro- 
cedure can be justified in the presence only of a vas 
deferens in the scrotum. In all probability it is 
justified, but the absolute justification must await 
more clinical observations. 

In the 2 cases reported, primary atrophy of the 
testis in one and primary atrophy of the testis and 
epididymis in the other are the most logical ex- 
planations for their absence at the time of surgical 
exploration. 
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Mycosis fungoides fortunately is a comparatively 
rare disease. Hence, there are a limited number 
of cases in the various reports on therapy. Henstell® 
reports that, irrespective of the stage, 6 cases re- 
sponded immediately to nitrogen mustard. All 
were radioresistant. Cases with a prolonged pre- 
mycotic stage showed the best response. In my 
opinion most follow-up examinations have shown 
that the improvement has been temporary. 

Law® states that tumor formation in mice with 
transplanted leukemia responded favorably to 
urethane. 

In a paper on the treatment of neoplastic disease 
with nitrogen mustard, Taffel’® reports the results 
of 16 cases (6 cases of Hodgkin’s disease, 2 of stem- 
cell lymphoma, and 1 each of eight other neoplastic 
diseases). Six doses of 0.1 mg. per kilogram of 
body weight was given daily; later this was reduced 
to four doses, and in some cases to 0.05 mg. per 
kilogram. Four patients, 2 of whom had Hodgkin’s 
disease, were given two courses of treatment, so 
that twenty courses were given in all. No one of 
the patients was cured, and 10 died (treatment 
was given within the last three years). The 6 pa- 
tients still living are far from cured. Although 
Hodgkin’s disease seemed most susceptible to the 
drug, there was not enough improvement to delay 
death appreciably. One case of mycosis fungoides 
was substantially improved, thus far for five months. 
Taffel comments that the drug is toxic, depresses 
blood elements and may cause alarming agranulo- 
cytic leukopenia and thrombocytopenia. He con- 
cludes that in his clinic radiotherapy is preferred 
for these diseases if the disease is localized; nitrogen 
mustard is reserved for patients with diffuse sys- 
temic involvement and those who have become re- 
sistant to x-ray therapy. 

Pincoffs™ summarizes the therapeutic use of 
nitrogen mustard. He states that reports of 150 
cases of different authors treating Hodgkin’s disease, 
lymphosarcoma, chronic leukemia, polycythemia 
vera, multiple myeloma and a few other neoplasms 
indicate that nitrogen mustard deserves a sub- 
Sidiary position in the treatment of the first two 
diseases and possibly some cases of chronic leukemia. 
Pincoffs states that more investigation is indicated. 
He believes that irradiation, as long as it is effective, 
is the treatment of choice. 

Green” treated 2 cases of mycosis iene with 
thorium X, 2000 units in mee 2 alcohol. It was 
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painted on small affected areas of the skin weekly 
for six weeks. Erythema and itching were relieved 
after the first application, but recurred in a few 
weeks. Subsequently, 100 units of thorium X in 
saline solution was given intravenously weekly for 
twelve weeks, with some relief. The blood showed 
no change after the injections. Again, the local 
areas were treated with twelve weekly paintings. 
Four weeks after the last application, the painted 
areas showed marked decrease or absence of ery- 
thema, and the itching was completely relieved. 
The tumor and ulcer when painted also showed 
definite improvement. 

A six-year clinical evaluation of internal radia- 
tion therapy with radioactive phosphorus (P32) 
is given by Doon et al.,” who state that this isotope 
has the greatest value in polycythemia vera. It is 
a valuable adjunct in chronic leukemias that are 
intolerant or resistant to roentgen radiation, but 
has frequently accentuated the acute leukemias. 
It has failed to control Hodgkin’s disease and may 
threaten the integrity of the bone marrow. Deep 
bone pain from metastatic cancers may be relieved, 
but it is doubtful if metastases are retarded. Pruri- 
tus in these cases has been controlled at times. 
Multiple myeloma, mycosis fungoides, metastases 
to bone and exfoliating dermatitides were not 
basically improved. 

In a report on the effect of rutin on the perme- 
ability of cutaneous capillaries, Ambrose and 
DeEds™ state that previous experiments showed 
rutin (vitamin P) to have no protective action 
against capillary fragility. Capillary permeability 
is determined by the injection of trypan blue intra- 
venously, followed by irritation of the skin with 
chloroform or histamine. Rutin was injected intra- 
venously in 22 rabbits that were irritated by chloro- 
form. In doses of 100 to 200 mg. per kilogram of 
body weight it decreased capillary permeability 
under the conditions of this test. 

Colloidal gold containing the radioactive isotope 
Au 198 has been suggested for the treatment of 
diseases of the lymphoid system. In view of the 
dermatitis-producing factor of gold, this drug 
should be used carefully when there is a cutaneous 
manifestation.”® 

Holley”* reports 12 cases of agranulocytosis fol- 
lowing intensive arsenotherapy treated with BAL. 
After discontinuance of the arsenic, BAL was given, 
in conjunction with considerable therapy, such as 
transfusions and penicillin. The early treatment of 
these cases with intensive supportive therapy, the 
inconclusive diagnoses and the early administra- 
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tion of BAL make it difficult to determine how much 
credit to give the drug for recovery. 

Holman” reports on the use of trichophytin in 
thromboangiitis obliterans. Ninety-three per cent 
of these patients had clinical trichophytosis com- 
pared with only 73 per cent of the control patients. 
Four times as many patients with this disease had 
positive trichophytin tests as the controls did. This 
paper suggests a more thorough trial of trichophytin 
in cases of thromboangiitis obliterans. 

Treatment may be quite simple if based on care- 
ful study of the disease. Block”* states that the 
best results in trench foot can be obtained if pa- 
tients are induced to walk as early as possible. He 
made histologic studies of the skin of 15 soldiers 
suffering from chronic trench foot and found little 
difference from the biopsy specimens of 8 healthy 
controls. 


INFECTION 


Dodd et al.?* report 88 cases of aphthous stoma- 
titis in children up to fourteen years of age. The 
type of stomatitis described is a definite clinical 
entity with the virus of herpes simplex as the causa- 
tive factor. It is probable that the disease represents 
a primary herpetic infection. 

Burnet and Williams*® also conclude that aph- 
thous stomatitis in infants is the primary herpetic 
infection. They believe that once infection has 
begun the virus of herpes simplex remains in the 
body for life, showing activity under a suitable 
stimulus such as fever or trauma. The article states 
that in childhood a nonspecific resistance to the 
primary infection develops. When this stage is 
reached, the population is permanently divided into 
two groups — herpetic and nonherpetic. In the 
former, the virus persists, occasionally manifesting 
itself by lesions and by supplying a constant or 
intermittent antigen stimulus to maintain anti- 
bodies at high level. The nonherpetic patient is 
exposed but, owing to development of resistance, 
goes unscathed. In conclusion Burnet and Williams 
state that the herpes virus is probably the only 
virus that lives an almost symbiotic existence in 
man. Herpes simplex can be a very annoying and 
disfiguring affliction when it recurs frequently. It 
may appear monthly in highly susceptible persons. 

Nagler* summarizes his article on herpes simplex 
by stating that when a heated inactivated prepara- 
tion of herpes simplex virus is inoculated intra- 
cutaneously in herpetic persons, a specific erythema- 
tous reaction is produced. A positive intracutaneous 
reaction is regularly correlated with the presence of 
circulating antibodies against herpes virus. In 
a later article he™ states that a herpes simplex skin- 
test reagent prepared from infected amniotic fluids 
has been shown to be easier to prepare, to contain 
only a trace of nonspecific protein and to give more 
specific results than a chorioallantoic reagent pre- 
viously used. 
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Leff* reports a forty-four-year-old patient with 
herpes zoster of the right side of the chest and the 
Ramsay-Hunt syndrome — left-facial-muscle paral- 
ysis, decreased pain sensation over the left side of 
the face in all three divisions, absent left corneal 
reflex, loss of taste over two thirds of the left side 
of the tongue, moderate deafness of the left ear, 
vesicular eruption on the left anterior faucial pillar 
and decreased sensation in the left external audi- 
tory canal. These clinical findings confirm the 
current opinion that the Ramsay-Hunt syndrome 
is not geniculate ganglionitis alone but rather a con- 
current involvement of several cranial nerves. 

According to Mandelbaum and Hollander,™ the 
diagnosis of Brill’s disease (American typhus fever) 
may be established by biopsy. They find that 
rickettsial diseases produce vasculitis and peri- 
vasculitis. Rickettsias may also be found in the 
biopsy specimen. The dependability of the biopsy 
in diagnosis must be confirmed. 

Reporting on Kaposi’s varicelliform eruption, 
Unger* states that the disease has been proved to be 
herpes simplex superimposed on a previous skin 
disease. In 1944 Brunsting and Barton reported 
67 cases, 79 per cent having had atopic dermatitis. 

In a comprehensive review of Kaposi’s vari- 
celliform eruption, Ruchman*® reports 4 cases. He 
states that of 96 reported cases, 75 were in children. 
The death rate was 23 per cent in infants and 9 
per cent in adults; this is probably higher than the 
average, for milder cases were probably not re- 
ported frequently. Three adults and 1 child (four- 
teen months old) are discussed in Ruchman’s paper. 
All had an atopic background and had been ex- 
posed to herpes simplex for periods of five to ten 
days, and none to vaccinia. One patient died of 
respiratory failure after leukopenia developed with 
fever and disorientation. 

Allison and Hobbs*’ state that “epidemic strains” 
of Staphylococcus pyogenes are usually responsible 
for pemphigus neonatorum, which is frequently ac- 
companied by staphylococcal conjunctivitis. The 
most probable course of infection is via the nose 
and hands of the nurse to the infant’s skin, but in- 
fants’ bath and towels may be important links. 
Prevention of infection probably depends on ex- 
clusion of heavy nasal or skin carriers of Staph. 
pyogenes from the nursery and observation of 
meticulous preventive measures in the nursery. 
When all hospitals exclude the use of mercury com- 
pounds as preventives against impetigo of the new- 
born and for antiseptic measures, the incidence of 
dermatitis and diarrhea among these infants will 
be much less. 

Two American soldiers from the same community 
in the United States who were tattooed on the 
same day by the same operator in Melbourne, 
Australia, developed tuberculoid leprosy in these 
areas about two and a half years later. One patient 


had multiple tattoos elsewhere, but these areas pro- 
duced no leprosy.* 

Dunham et al.® isolated from a patient with 
Reiter’s disease a filtrable agent that was pathogenic 
for mice. 

Church and Mason®® report 10 cases of cutaneous 
diphtheria occurring in American soldiers in Ger- 
many during an epidemic. The diagnosis was made 
by culture. In 3 cases the foot and leg, in the same 
number the hands or arm, and in 2 the lower ab- 
domen and the genitalia were involved. 

Cutaneous diphtheria simulating lymphopathia 
venereum and ectodermosis erosiva pluriorificialis 
has been described by Reiss.” 

Miller and his associates” report the following 
types of cutaneous and mucomembranous lesions in 
histoplasmosis: ulceration and granulomas— oval, 
small, discrete, gray-domed nodules; papules, 
plaques and punched-out ulcers; purpuric lesions; 
abscesses, furunculosis and impetiginized areas on 
the scalp, chest and back and generalized; and 
dermatitis, local or generalized. They present a 
comprehensive study and report a case of histo- 
plasmosis in a thirty-seven-year-old laborer who 
six years previously had received x-ray therapy for 
what was diagnosed Hodgkin’s disease. This is 
a complete consideration of the subject, with 
an interesting discussion of the possible relation 
to reticuloendothelial neoplasms. The discussion 
showed that many cases were being seen but not 


rted. 

Histoplasmosis is apparently more readily recog- 
nized, owing to the copious literature. Martz™ 
reports the case of a three-year-old girl who was 
malnourished. She had contracted pertussis a year 
previously, followed by an unexplained fever and 
loss of weight. Later symptoms were diarrhea, 
bleeding lips, gums and fingernails, ecchymosis and 
lymphadenopathy. An excised lymph node showed 
histoplasmosis. The patient was hospitalized, but 
died five days later. Autopsy showed the intestinal 
tract with its lymph nodes to be particularly in- 
volved and harboring numerous histoplasma or- 
ganisms. This disease is usually found predomi- 
nantly in the gastrointestinal tract or the respiratory 
organs, and it is believed that this suggests the 
mode of entry. The histoplasmin skin test is not 
dependable as a diagnostic measure. 

In an article on histoplasmin and tuberculin re- 
actions in university freshmen, Prior and Allen™ 
report histoplasmin in 75.8 per cent in the south- 
western part of the country, as compared to 16.8 
per cent in the northeastern section. They found 
no similar geographic difference existing for tuber- 
culin reactors. Histoplasmosis is probably related 
to the soil, possibly in the way that coccidioides is 
related to it. 

Disseminated ulcerating sporotrichosis with vis- 
ceral involvement occurred in a sixty-seven-year- 
old man. There was painful swelling in the knee, 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Mar. 3, 1949 


followed six weeks later by a generalized papular 
eruption without fever. Biopsy showed a tuber- 
culoid reaction; the lymph nodes were normal. The 
patient’s condition was generally good for five 
weeks after the appearance of the papules, but he 
suddenly became worse and died in five days. 
Autopsy showed Sporotrichum schenckii in the skin 
lesions, spleen, liver, bones and so forth.** 

The common contaminant, aspergillus, is usually 
saprophytic, but may be pathogenic under certain 
conditions. Cawley®* reports a fatal case in a child 
seven and a half years of age. Post-mortem ex- 
amination showed multiple abscesses in various 
organs. Aspergillus fumigatus was cultured from 
all lesions. 

Baer and Muskatblit® report the case of a 
twenty-four-year-old man with an eruption on the 
palms and soles since birth, and on the body and 
extremities since the age of fourteen. It was diag- 
nosed as erythroderma ichthiosiforme congenitale, 
but scrapings from the hands, feet, thighs, abdomen, 
chest and back showed positive cultures for Tricho- 
phyton purpureum, and the patient was treated ac- 
cordingly. As stated above, generalized fungous 
infections may occur in persons with congenital 
cutaneous dystrophy. The terrain is ideal for 
fungous growth. 

Suppurative ringworm contracted from cattle is 
reported by Fowle and Georg. Clinically, it con- 
sisted of deep suppurative lesions of the bearded 
area, kerion lesions of the bearded area and scalp 
and agminate folliculitis of the glabrous skin. 

Wolf® states that at least fifty-three different 
species of fungi have been reported in the literature 
as causative of otomycosis. Some were known 
pathogens; others were not. Most of these fungi 
are nonpathogens and usually associated with bac- 
teria, and it is not known which is responsible for 
the otitis. Many so-called cases of otomycosis are 
merely a seborrheal dermatitis with secondary in- 
vasion of nonpathogenic fungi, or pseudomona 
organisms. 

A case of mucormycosis of the central nervous 
system associated with hemochromatosis is reported 
by LeCompte and Meissner.'°° The diagnosis was 
made from autopsy sections (not cultured). 

Sheldon and Heyman!" present histologic studies 
of 8 cases of lymphogranuloma venereum proved 
by isolation and identification of the virus. The 
picture of all three lesions is identical, consisting 
chiefly of perivascular large mononuclear infiltra- 
tion, which with some plasma cells and few giant 
cells obliterates some swollen blood vessels, pro- 
ducing necrosis; polymorphonuclear leukocytes then 
invade and produce abscesses. The authors be- 
lieve that the histologic picture is sufficiently dis- 
tinct to warrant biopsy as a diagnostic procedure 
in suspected lymphogranuloma venereum. 

Glass'® reports that the hairs and spores from 
tinea capitis due to M. audouini and M. lanosum 
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are infectious up to one year in 85 per cent and 10 
per cent of the cases, respectively. 

Neves and Costa'™ define tinea nigra as a con- 
tagious, inoculable and autoinoculable dermato- 
mycosis caused by Cladosporium mansoni and C. 
wernecki. The clinical characteristics are black 
or brown pigmentation on the trunk, neck and 

lms. 

Muskatblit'™ states that in primary actino- 
mycosis of the skin the probable portal of entry 
in his case was a carious left lower molar. Normal 
persons may have pathogenic actinomycetes that 
are carried by the lymphatics in and around carious 
teeth. Penicillin is more rapidly effective than the 
sulfonamides. 

Two cases of chro ycosis in Panama, 
diagnosed by sclerotic cells on direct culture of 
scabs or agglutination, are reported by Calero.’ 
A good result was obtained in one case with 1200 r 
filtered through 2 mm. of copper and 1 mm. of 
aluminum. In the other case electrocautery was 
followed by 1000 r. 

Bernhardt'® reports dermatophytosis of the face 
caused by 7. camerounense. It was the first isolation 
in America and the first from a human lesion. The 
patient was seen at the Skin Clinic of the Boston 
City Hospital. 

Inflammatory plaques on the lower legs are a 
common complication of dermatophytosis accord- 
ing to Waisman.’ They are thought to be caused 
by lymphatic transmission of hemolytic strepto- 
cocci through fissures on the soles. The question 
is raised whether they might not be due to fungus 
toxins. Such cases are uncommon. 

Muskatblit'® reports the case of a woman with 
an itchy eruption on the left foot of four months’ 
duration; this was followed by an eruption on both 
hands. Scrapings from the fingers were negative, 
and those from the left sole positive. Cultures 
showed two colonies: one of these was 7’. inter- 
digitale, white, downy with irregular folds, grooves 
and convolution; the other was identified as 7. 
rubrum, an elevated center with a pinkish down, a 
flat yellow and powdery middle zone and a periph- 
eral fringe of submerged rays, powdery on the 
surface and deep red on transillumination. 

In a report of primary onychomycosis due to 
aspergillus, Bereston and Waring'® cultured many 
colonies of Aspergillus flaous and no other fungi. 
The nail had a dull-green color. 

Michelson"® treated 6 cases of cutaneous tuber- 
culosis (2 with lupus vulgaris, 1 with tuberculosis 
colliquativa and 3 with erythema induratum) with 
viosterol in oil, 150,000 units, and a quart of milk 
daily. Under treatment for two to five months, 
all cases were improved, though none were cured. 

Sagher and Miterstein™ report 6 cases of leprosy 
of the anterior portion of the eyeball treated with 
Grenz rays. Relief from pain and arrest of the 
leprous process were noted in the majority of cases. 


hl 
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However, 1 case seemed adversely affected by the 
radiation. 

In 1942 herpes simplex (febrilis) was cured within 
a few days by the internal administration of gyner- 
gen (4 to 6 mg. of ergotamine tartrate daily) and 
daily local application of gynergen solutions. Ex- 
cellent results have been obtained for the neuralgic 
symptoms of herpes zoster, with disappearance of 
cutaneous lesions, with daily intravenous injections 
of gynergen in 0.5-cc. doses. Improvement was 
noted after the third or fourth injection, and medi- 
cation was then discontinued."* The danger of 
vascular accidents after the use of ergot or its com- 
pounds caused the discontinuance of this drug in 
dermatology over forty years ago. 

Three cases of anthrax responded to penicillin 
therapy, and the patients recovered without in- 
cident." 

DDT in various combinations has been recom- 
mended for parasitic diseases, including scabies. 
Various proprietary preparations are warmly ad- 
115 

Hexamidine (a new antiseptic) in 1:1000 hydro- 
alcoholic solution was used in impetigo and the 
pyodermas, with cure in three to five days without 
the addition of antiseptic ointments."* 

According to Cormia and Alsever,''’ penicillin is 
a valuable adjunct in pyoderma, but it should not 
be used without a prior sensitivity test. It is best 
given in a water-soluble ointment base following 
hot boric acid packs and opening of the pustules. 
A concentration of 500 units per gram of ointment 
is adequate when the causative organisms are 
sensitive to penicillin ion. When they are sensitive to 
penicillin, but only in greater concentrations, the 
amount of penicillin in the ointment must be in- 
creased. Supplementary therapy with sulfonamides 
has been of limited value. 

Dermacid, consisting of 6 per cent of sulfacetamide 
(albucid) in a vanishing-cream base, is recom- 
mended in the treatment of multiple septic sores and 
spots, impetigo, septic abrasions and folliculitis 
barbae."® 

Nascent iodine in the form of iodoform (after 
cleaning and drying of the lesion) or a 10 per cent 
solution of sodium iodate is suggested in the treat- 
ment of tropical ulcers."® 

When aspergillus extract was deprived of known 
bacteriostatic or antitoxic properties and injected 
subcutaneously in a man suffering from a staphy- 
lococcal infection, the lesions were decongested 
within twenty-four hours.'?° 

In the treatment of carate (pinta), injections of 
1,200,000 units of penicillin caused disappearance 
of the treponemas and the erythema on the arms 
of the patient.” 

Penicillin in peanut oil and beeswax is apparently 
the method of choice in the treatment of yaws.'” 
At least 1,200,000 units is necessary for an adult, 
the dose being graded according to age. Ninety- 
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one per cent of those treated showed apparent cure 
or satisfactory progress.'* Penicillin is apparently 
the ideal treatment for the early stages; subsequent 
prolonged arsenical treatment may be necessary 
in resistant infections. 

Willcox et al." report gold salts as a curative in 
2 patients with Reiter’s syndrome not associated 
with bacillary dysentery. 

Antimony is recommended for the treatment of 
American cutaneous leishmaniasis.'*5 

Streptomycin was effective in 3 cases of granu- 
loma inguinale reported by Barton and his asso- 
ciates."° The authors lamented the fact that they 
did not have available sufficient streptomycin to 
treat these cases sufficiently. 

A Negro suffering from sporotrichosis was treated 
with iontophoresis, with a strong solution of iodine 
(U.S.P.) used in 1:100 dilution at the start and 
concentrated to 1:50 over a period of three months. 
Treatments were given for twenty to thirty minutes, 
five days a week. Improvement was noticed after 
two weeks’ treatment and continued until a cure 
was obtained.!?” 

Iontophoresis with formaldehyde and copper 
sulfate has been found useful in the treatment of 
dermatophytosis and hyperhidrosis.”* The danger 
of formaldehyde is its sensitizing properties. 

A 1 per cent solution of zinc chloride is deemed 
unsatisfactory in superficial mycotic infections, 
except in crural dermatoses and in tinea glabrosa, 
in which its use seems promising. In this same re- 
port, Dolce and Nickerson'®® found proper foot hy- 
giene and the wearing of sandals instead of “G.I.” 
shoes of value in relieving mycotic infections. 

Kirby and McNaught"® recommend that pa- 
tients with actinomycosis due to the aerobic 
Nocardia asteroides (Actinomyces asteroides) be 
treated with sulfonamide compounds and penicillin 
as vigorously as those infected with the anaerobic 
Actinomyces bovis and also that surgical drainage, 
iodides and roentgen-ray therapy be used as in- 
dicated. Generally the aerobic N. asteroides re- 
sponds to sulfonamides, and the anaerobic 4. bovis 
responds to penicillin. 

In a report on fungicidal and fungistatic prop- 
erties in vitro of clavacin (a filtrate of 4. clavatus) 
on dermatophytes the results varied with the pH 
of the filtrate, the potency of the filtrate and the 
time of contact between the test fungi and the 
filtrate. Organisms found susceptible were, in order 
of susceptibility: Epidermophyton floccosum, T. 
violaceum, M. audouini, T. rubrum, M. lanosum and 
T. gypseum.™ 

According to Hopkins,’ undecylenic acid and 
dinitro-cyclohexylphenol gave the highest per- 
centage of clinical successes in dermatophytoses 
of the feet. The former was believed to be the best 
for subacute cases. Undecylenic acid, propionic acid 
and benzoic acid were the least irritating. 
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Muskatblit'* reports undecylenic acid as a good 
fungicide, but no better than others. He found no 
irritation, even in the acute phases. 

The claim is made that sodium caprylate oint- 
ment (10 per cent), having no sensitizing action and 
relieving irritation even in denuded areas, is excel- 
lent for dermatomycosis of the feet.'** 

In a 400-man ground crew unit of the Royal Air 
Force in the Netherlands East Indies, the incidence 
of ringworm of the feet and body was dramatically 
reduced by a few simple prophylactic measures. 
Jolly'*® states that the men wore clean cotton under- 
pants daily, used special, clean foot towels and wore 
wooden clogs, with a single canvas strap, at all times. 
A minimum amount of foot powder was used be- 
tween the toes after drying the skin. The lesions 
on the body were treated with | per cent chrysarobin 
in Lassar’s paste, and the facial lesions with Whit- 
field’s ointment. Brilliant green (1:500 in alcohol) 
with 3 per cent salicylic acid was used between the 
toes. The incidence of new cases dropped from 
41 at the beginning of the experiment to 2 or 3 
a month by the end of the experimental period. 

Undecylenic and propionic acids in the prevention 
and treatment of dermatophytosis are listed by 
Sulzberger and Kanof"* in order of efficacy as fol- 
lows: undecylenic acid —undecylenate powder; 
diodoquin — 5 per cent talc; vioform — 1 to 3 per 
cent in talc; calcium zinc propionate powder; sodium 
propionate powder; United States Navy foot pow- 
der; boric-salicylic acid powder; talcum powder; 
and thiourea, 5 per cent in talc. 

Tinea capitis due to M. audouini was treated with 
10 per cent copper undecylenate or 5 per cent salicyl- 
anited ointment or both.'*? Irradiation is still rec- 
ommended as the treatment of choice in tinea cap- 
itis.*8 Considering the risk in the hands of most 
operators, this treatment should be performed only 
by a dermatologist, or roentgenologist, specially 
trained for this type of therapy. 

A thorough consideration of the entire study of 
fatty acids (of sweat) as fungicides and fungistatics 
is reported by Peck and Russ.'*® Caprylic and 
propionic fatty acids (of sweat) were combined 
and their effect in vitro and vivo on fungi and_ 
fungous infections of the scalp, pubis, anus, nails, 
hands and feet was observed. This mixture was 
superior in vitro to other fatty acids of sweat, and 
appeared more effective than any other fatty acids 
tried for these diseases. The ideal fungicide and 
curative agent for fungous infections of the skin has 
not yet been discovered. The fatty acids are very 
promising, their chief advantage being that they 
are for the most part nonirritating and do not 
sensitize. As to their curative powers, there seems 
to be a discrepancy in the various reports of in- 
vestigators. 

Studying fungicides for vaginal moniliasis, Hessel- 
tine'*® found that the most promising were ricinoleic 
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acid and three forms of cetyl ammonium chloride, 
all of which were completely fungistatic. 

Kendall" reports the treatment of monilial vul- 
vovaginitis with tap-water douche followed by 2.5 
per cent undecylenic acid and 10 per cent zinc 
undecylenate in a base of equal parts of vanishing 
cream and lubricating jelly (desenex ointment). It 
is a simple nonstaining treatment. 

Glycerite of hydrogen peroxide acts on organisms 
resistant to penicillin. Its use in the treatment of 
otitis externa seems justified.’ 


SCLEROSES 


Two interesting cases of periarteritis nodosa show 
the value of biopsies in diseases in which physical 
signs are too variable to establish a diagnosis. The 
first patient presented a quiescent pulmonary 
tuberculosis, but active tuberculous lymph nodes 
in the neck. With each attack of fever, nodules 
‘ characteristic of periarteritis nodosa appeared, sug- 
gesting a tuberculous antigen as the etiologic factor 
for the skin nodules. The patient recovered. The 
other patient, with no history of sensitization or 
skin lesions, died within a year of periarteritis in- 
volving the abdominal organs, muscles, brain and 
kidneys. 

In view of the tendency to attribute various com- 
mon inflammatory reactions to anaphylaxis, the 
thorough work of Goddard™ is of more than 
academic interest. Using sensitized guinea pigs he 
showed that granulomas resulting from anaphy- 
laxis have more histiocytes and eosinophils, with 
giant cells, than inflammatory granulomas — that 
is, they are quantitatively and qualitatively different. 

In an experiment with rutin, Raiman et al.' 
found that it protects guinea pigs against anaphy- 
lactic shock but not against histamine shock. 

Wuerthele'* reports a case of scleroderma treated 
with promin. A 5 per cent jelly was applied three 
times daily, and in three months the patient was 
able to return to work. 

Presenting a case of sclerema adiposum neona- 
torum (proved by biopsy), Sternbach and Robin- 
son? discuss the distinction between this disease, 
scleredema neonatorum and pseudosclerema (sub- 
cutaneous fat necrosis). Sixteen hours after birth 
the baby developed clonus of the facial and arm 
muscles; on the second day there was spasticity 
of all the extremities, cyanosis and regurgitation. 
Four days later there was thrush and a hard sub- 
cutaneous mass in the left arm, followed by a scalp 
infection with gangrenous slough over the occiput. 
Twelve days after birth there were many hard 
subcutaneous nodules over most of the body, and 
the patient died at sixty-four days. Autopsy showed 
a typical skin picture. The other organs were nor- 
mal except for the liver, which showed cloudy swell- 
ing and hydropic degeneration. 
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Liebow and Feil'* found that in lupus erythema- 
tosus disseminatus, electrocardiographic abnormali- 
ties were noted as long as ten months before death 
and that they became progressively more abnormal. 
This report shows the frequency with which the 
myocardium is attacked by lupus erythematosus. 

Thirty cases of lupus erythematosus (chiefly the 
chronic discoid type) were treated by Schmidt"® with 
nicotinic acid by mouth and gold intramuscularly 
and intravenously. The dosage for the nicotinic 
acid was 50 to 100 mg. orally after meals. Smoking 
and other habits that might produce vasoconstric- 
tion were restricted. The dosage of gold sulfide is 
graduated from 2.0 to 5.0 cc. every five days. 


New GrowrTus 


Woodburne'®® reports that synovial cysts, gan- 
glions and the like were best treated with x-ray 
therapy — 150 KV 3 mm. al., two doses of 500 r 
each in one week. Slight atrophy occurred with this 
treatment, but this according to the author may 
have to be accepted if symptoms warrant the treat- 
ment. In my opinion surgery produces better re- 
sults. 

From England comes the report of a rare disease, 
keratoderma punctata, by Phillips." The pa- 
tient, a thirty-two-year-old man, gave a history 
of small hard lumps on the creases of the palms 
and inner borders of the feet, the symptoms having 
developed three months previously. The plugs re- 
mained about a week and dropped out, and new 
ones developed. 

According to Drucker,'™ the results of the treat- 
ment of 37 cases of hemangioendothelioma indicate 
that surgical excision and irradiation offer the best 
therapy. The etiology is indefinite, but the disease 
is often considered as being due to trauma, evolut- 
ing from hemangioma to the malignant form 
h gioendothelioma. Metastasis occurs through 
the blood stream and sometimes through the 
lymphatics, and tends to recur after surgery. 

From Australia comes a report on a new method 
of treating capillary hemangiomas by tattoo with 
titanium or zinc oxide, with the occasional addition 
of mercury sulfide (red) or hydrated chrome oxide 
(green) to adjust the color. The tattoo material 
is deposited between the capillary bed and the 
basal-cell layer, thereby permitting the pigment of 
the latter to give its natural color to the skin. Seven 
patients thus treated were satisfied with the cosmetic — 
result.!® 

Miller et al.'* present an article on the general 
consideration of leukoplakia of the vulva. One hun- 
dred and forty-three cases were studied, including 
the hypertrophic and the atrophic krauroses. Care- 
ful studies revealed no valuable etiologic findings. 
Although the authors offer no substitute for ‘surgery, 
they appear rather too critical of it. They consider 
that surgical excision may have to be used for symp- 
tomatic relief, but vulvectomy is an imperfect sub- 
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stitute for a medical cure, which, it is hoped, some 
day will be available. However, they strongly ad- 
vocate radical excision, including lymphadenectomy 
for patients with proved carcinomatous changes. 

Thomson" reports a case of granulosis rubra 
nasi in a ten-year-old boy. The patient had a sym- 
metrically red sweating nose (involving the tip and 
midline to the bridge), and the normal and family 
history was negative for a similar defect. Williams 
believes the term “granulosis” should be deleted, 
with “nevus” as a substitute. 

The report of schwannoma of the face, a rare skin 
tumor, is given by Thumin."** The twenty-one- 
year-old patient presented a tumor of four months’ 
duration in the nasolabial-fold region. It was en- 
capsulated, soft, friable, lobulated and gray, and 
measured approximately 4.0 by 1.5 by 1.0 cm. 
Microscopically, the tumor was diagnosed as neuri- 
lemmona. 

Blank'*’ reports that in 88 patients with plantar 
warts he obtained 95 per cent cures with a new 
method of treatment. The wart is pared, and 90 
per cent phenol is applied precisely to its surface; 
fuming nitric acid is then applied, causing a sputter. 
A round pad is applied, and finally 60 per cent 
salicylic acid. Walking is recommended to extrude 
the verruca, and five days later the lesion is ob- 
served and retreated if necessary. This is rather 
strenuous treatment; all three chemicals can cause 
great destruction of tissue. 

Complications following the bismuth injection 
of verrucae is reported by Cameron.'** A digital 
wart was injected with a drop of bismuth sodium 
tartrate. Two days later there was painful swelling 
of the area, with fever and axillary tenderness on 
palpation, but no lymphangitis. Cameron con- 
siders the case a toxic reaction to the heavy metal 
and believes that the risk does not justify such treat- 
ment of an innocuous wart. The same reaction 
can occur from an infection. 

Kile and Welsh'** have attempted to revive liquid 
uxygen in dermatologic practice, treating verruca 
vulgaris, condyloma acuminata, hemangioma, leuko- 
plakia, seborrheic keratoses, senile keratoses, granu- 
loma pyogenicum and folliculitis keloidalis. They 
report satisfactory response, with a soft scar that 
has not been followed by a keloid, even in persons 
prone to keloid. Its use in chronic discoid lupus 
erythematosus has been encouraging. Liquid oxygen 
was discarded many years ago in favor of better 
methods of therapy. 

Sullivan and Blanchard,'®® after studying the 
reason for the action of podophyllotoxin on warts, 
conclude that it is the probable active ingredient 
of podophyllin. 

McLellan’ describes the accidental discovery of 
a new method of treating senile warts. A patient 
who was suffering from fractured ribs was strapped 
with adhesive. On removal of the adhesive a few 
weeks later the senile warts were also removed. 
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Low-Beer'® used radioactive phosphorus in the 
treatment of basal-cell carcinomas, warts and 
hemangiomas and found the results very satis- 
factory. Radioactive phosphorus of the measured 
amount was placed on blotting paper and applied 
to the lesion. It produces a beta radiation. 

Eberhard'® reports the results of treatment of 
492 cases of epitheliomas with a total of 760 lesions. 
Treatment consisted of surgery with a cold knife 
(no cautery or electric knife), fractionated x-ray 
therapy or interstitial radium. The choice of 
treatment depended on the size and location of 
the lesion, as well as the cosmetic effect, and not 
on histology. Biopsy is advocated to make sure 
the lesion belongs in the epithelioma group. A 
three-year follow-up study showed 66 per cent of 
patients living and free of epithelioma; 18 per cent 
had died of other diseases. By statistical analysis 
the cure rate was 83.3 per cent, which according 
to Eberhard compares favorably with general re- 
sults obtained by others. There was no statistically 
significant difference in the results obtained by the 
three methods of treatment. Discussing the paper, 
Ullmann claimed considerably higher cure rates. 

The feature of chemosurgical treatment of facial 
cancer, according to Mohs,'* is microscopical con- 
trol, using zinc chloride fixative paste after keratin 
is made penetrable by dichloracetic acid. Surgery 
is determined by the microscopical examination of 
the zinc chloride fixed tissue. Two hundred and 
thirty-two basal-cell and 103 squamous-cell cancers 
were treated, with 100 per cent and 84 per cent cures 
respectively. I fail to see any improvement over 
complete surgical excision, except when a cosmetic 
result is not important. Pictures of their results 
were excellent. 

Considering the action of podophyllum on normal 
skin, condylomata acuminata and verrucae vul- 
gares, Sullivan and King'® believe the substance is 
a potent cutaneous sensitizer. They report that the 
alcoholic solution is more advantageous than the 
oily suspension. The effect is on epithelial cells, 
consisting of degenerative action and production of 
bizarre cell forms nterpreted as distorted mitotic 
figures (similar to colchicine figures). Podophyllo- 
toxin is probably the substance in the resin of 
podophyllum responsible for the cytotoxic effect, 
since the resin in sodium and potassium hydroxide 
had no effect on condylomata acuminata. I prefer 
the alcoholic solution. The patient should be warned 
regarding the subsequent discomfort for three or 
four days. 


CONCLUSION 


This review emphasizes the interest in cutaneous: 
medicine evidenced by physicians who are not 
dermatologists. The majority of these observations. 
were taken from journals not devoted to derma- 


tology. 
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PRESENTATION OF CASE 


A thirty-one-year-old woman was admitted to 
the hospital because of a sensation of “tightness” 
in the epigastrium of eight months’ duration. 

The patient had been working very hard in a 
mill in addition to keeping house. She frequently 
skipped meals, at which times the epigastric dis- 
tress became worse. A short time later her appetite 
decreased, and she had to force herself to eat 
despite the fact that eating relieved the discomfort. 
Three months before entry she became constipated, 
requiring daily laxatives ever since. In the eight- 
month period the weight had fallen from 160 to 
110 pounds. She had vomited several times but 
attributed each episode to the taking of pills, which 
always gagged her. Weakness and fatigue had both 
' become increasingly severe. There was no history 
of hematuria or melena. She preferred warm 
weather, claiming she suffered much from the cold. 
A basal metabolic rate three weeks before admis- 
sion was said to have been -25 per cent, another, 
more recently, +15 per cent, and one on the day 
of admission +13 per cent. She had been on an 
iodine preparation for two weeks. 

The past history, systemic review and menstrual 
history were negative. 


Aside from showing a poorly nourished woman 
with evidence of recent weight loss and some- 
what warm skin, the physical examination was 
completely negative. The thyroid gland was not 
palpable, and no masses were felt in the abdomen. 

The temperature was 100.6°F., the pulse 88, and 
the respirations 22. The blood pressure was normal. 

Examination of the urine was negative. Exam- 
ination of the blood disclosed a red-cell count of 
3,600,000, with a hemoglobin of 8.5 gm., and 
a white-cell count of 8800, with 79 per cent neutro- 
phils. There was moderate constant achromia and 
variation in size, with slightly smaller than normal 
red blood cells. The total protein was 6.1 gm. per 
100 cc., the sodium 130.9 and the chloride 96 
milliequiv. per liter, and the prothrombin time 21 
seconds (normal, 16 seconds). The stools were light 
colored and guaiac negative. 

In the hospital there was little obvious change 
in the patient’s condition. The most striking obser- 
vation was a persistent spiking temperature, with 
daily elevations to 102 or 103°F. A sigmoidoscopic 
examination was negative. The gastric contents 
were guaiac negative and showed no free hydro- 
chloric acid after alcohol and histamine. A gas- 
trointestinal series showed a normal esophagus. 
In the stomach there was marked prominence of 
the rugal folds along both the lesser-curvature and 
greater-curvature aspects of the upper portion of 
the stomach (Fig. 1). It did not seem to be rigid, 
and no ulcerations could be _ identified with 
certainty. There was no pyloric obstruction, and 
the duodenum was not remarkable. A film obtained 
several hours following the gastric meal showed the 
stomach almost completely empty, with the head 
of the column in the hepatic flexure. A roentgeno- 
gram of the chest was essentially normal except 
for slight deviation of the trachea to the left at the 
level of the first thoracic vertebra; there was no 
evidence of retrosternal position of the thyroid 
gland. 
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On the eighth oo day an abdominal opera- 
tion wis performed 


Dir FERENTIAL D1AcGnosis 


Dr. Joun R. Granam: May we see the x-ray 
films? 

Dr. Stantey M. Wyman: The deviation of the 
trachea described is seen in the low neck and the 
upper thorax, but there is no definite mass seen. 
to account for this. The lung fields appear clear 
except for old, calcified scars in the right lung. The 
stomach shows a striking change throughout, 
involving apparently the entire stomach from the 
cardia to the prepyloric region. This consists of 
widening of the mucosal folds, with considerable 
tortuosity of their courses, although there is no 
frank, gross ulceration. There are multiple, small 
spicules projecting from the stomach, particularly 
on the lesser curvature, with at least one on the 
greater curvature in the prepyloric region. The 
duodenal cap is not entirely filled on these films, but 
does not seem remarkable. The spot films add no 
further information but confirm the previous obser- 
vations. The spleen seems to extend downward 
a rather long distance, and the spleen may be at 
the upper limits of normal. The liver is also very 
long and slender, but one would not say that it is 
definitely enlarged. This one film from the barium 
enema is normal. 

Dr. Granam: The essential and fundamental 
findings and history in this patient seem to me to 
add up to the following. We have a thirty-one-year- 
old woman complaining chiefly of gastrointestinal 
symptoms, distress, loss of appetite, loss of weight 
and occasional vomiting. She ran a markedly febrile 
course, at least while in the hospital, and we may 
assume that perhaps it existed before admission. 
We have x-ray findings that point to an unusual 
appearance of the stomach, a moderately severe 
anemia, and all of these in the presence of a normal 
white-cell count and differential. 

Cast across these fundamental findings are a 
couple of shadows that lead one off into thinking 
of other possibilities than the one that I will mention 
later. 

In the first place there was considerable interest 
in the function of the thyroid gland. We have some 
confusing basal metabolic rates. The rate seemed to 
be increasing as the patient took more iodine, and the 
patient’s symptoms in regard to thyroid function 
are not consistent. She lost weight like a person 
with hyperthyroidism and suffered from the cold 
like one with hypothyroidism. In general, my in- 
clination is to believe that these findings in regard 
to the thyroid gland are probably not of any funda- 
mental importance. I would be at a loss to say what 
kind of disturbance of the thyroid gland existed, 
if any, and prefer to think that the thyroid gland 
in this case is more or less of a red herring. 
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One thinks for a moment in passing of the his- 
tory of weight loss, gastrointestinal distress and 
marked weakness and fatigue, which are mentioned, 
in the presence of a blood sodium of 130 milliequiv. 
per liter, and one wonders about adrenal hypo- 
function. However, lacking any mention of 
abnormality in the blood pressure or pigmentation 
or axillary-hair distribution and with positive men- 
tion that the menstrual history was normal, I am 
inclined to think that any disorder of adrenal 
function was secondary to the cachectic state rather 


Ficure 1. 


than primary. That makes me go back to the fun- 
damental things, — gastrointestinal symptoms, 
fever, the x-ray findings pointing to the stomach, 
the anemia and the normal white-cell count, — and 
I find myself wondering what disease, obviously 
a very serious one, could have produced this 
cachexia and at the same time have caused a fever. 
Carcinoma of the stomach is usually not accom- 
panied with so much of a febrile reaction, and I 
think the x-ray picture would be a little unusual, 
especially since the fluoroscopist described it as a 
fairly flexible stomach. 

If one thinks of prolonged infectious disease, 
typhoid and the like, it would seem unusual for the 
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patient to have had so many symptoms directly 
related to the gastrointestinal tract. 


One might consider liver disease, but I ‘think 
liver disease presenting such marked fever and so 
much interference with gastrointestinal function 
and weight loss would have other earmarks that 
would point to the liver—either enlargement, 
telangiectasis, positive laboratory findings or jaun- 
dice. I am inclined to think this was not primarily 
liver disease. 

The condition that in my mind answers the 
cachexia, the x-ray findings and the febrile course 
of the disease is one of the lymphoma or Hodgkin’s 
group, and I would imagine that of these lymphoma 
is more apt to involve the stomach. I think these 
findings in the stomach were perfectly consistent 
with that diagnosis, and I would guess that, im addi- 
tion to the involvement of the stomach, since there 
had been so much fever, the surgeon found involve- 
ment of the mesenteric and possibly retroperitoneal 
lymph nodes. I believe it is the experience of the 
X-ray Department that in lymphoma, when there is 
fever with no obvious explanation, the seat of the 
trouble is apt to be in these obscurely hidden lymph 
nodes. I am going to commit myself to a diagnosis 
of one of the lymphoma group, involving the stom- 
ach and probably the mesenteric and retroperitoneal 
lymph nodes. 

Dr. Tracy B. Mattory: Would you like to add 
anything, Dr. Adams? 

Dr. F. Dennetre Apams: No, but I might say 
that my final reasoning was similar to Dr. Graham’s. 

Wyman: From the x-ray point of view, with- 
out the available clinical and laboratory data, one 
would have to consider hypertrophic gastritis also 
because of the enlarged gastric rugae. 

Dr. Auten G. Braitey: The fever was slightly 
high, was it not, to be explained on the basis 
of lymphoblastoma? 

Dr. Granam: I think it was consistent with that 
diagnosis. The thing that bothered me about it was 
that it was described as a spiking temperature, 
whereas the Pel—Ebstein type is less apt to be up 
and down. I am sure it is possible because I have 
seen it as high as this and even higher. 

Dr. Epwarp B. Benepict: We did a gastros- 
copy on this patient. There was no normal mucosa 
visible in any part of the stomach. The gastric wall 
presented a nodular appearance throughout. The 
angulus was distorted and somewhat rigid, and 
the gastric wall did not respond normally to air 
inflation. In other words, there was some evidence 
of rigidity. My first bet from the gross appearance 
was lymphoma, and I was fortunate that with the 
new operating gastroscope it was possible to get a 
satisfactory biopsy. 


CurnicaL Diacnosis 
Lymphoma of stomach? 
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Dr. Granam’s Diacnosis 


Lymphoma of stomach and mesenteric and retro- 
peritoneal lymph nodes. 


ANATOMICAL D1acnosis 


Malignant ene Hodgkin’s-sarcoma type, 
of stomach. 


PaTHOLocicaL Discussion 


Dr. Mattory: Dr. Benedict obtained a biopsy 
that clearly showed the presence of a malignant 
tumor. We were unable from the biopsy to make 
a certain diagnosis as to the type of neoplasm. We 
hesitated between carcinoma and lymphoma and 
eventually decided that it was a little more p 
able that it was carcinoma. Later we had reason 
to change our minds because Dr. Sweet operated 
on the patient, and he will tell us the operative 
findings. 

Dr. Ricuarp H. Sweet: May I say a word or 
two about the clinical appearance. This patient 
was sent to the hospital through my office. I did 
not see her before she arrived. She was referred to 
me by a physician who has always sent me thyroid 
cases and rarely anything else. At any rate, that 
is why the iodine entered the picture, because he 
had made a diagnosis of thyrotoxicosis and started 
her on iodine before she came to the hospital. We 
thought the elevation of the temperature might 
explain the increased basal metabolic rate. We 
found in the hospital that it was not as high as 
reported outside and immediately discarded that 
diagnosis. 

I must confess that if we had not done a gastros- 
copy and not had the technical skill of Dr. Benedict 
to obtain a biopsy through this new mysterious 
instrument of his, I would have made a definite 
diagnosis, purely on clinical grounds, of lymphoma 
of the stomach. When I heard that Dr. Mallory, 
whose opinion I respect, was leaning toward car- 
cinoma, I said “Well, I suppose it is carcinoma.” 
When we saw the stomach at operation we could 
not tell grossly whether it was lymphoma or car- 
cinoma. The only thing different was — this is from 
the clinical surgeon’s point of view, not the patholo- 
gist’s — the gross appearance of the lymph nodes 
was not like that in metastatic carcinoma. They 
were large, pink, juicy-looking things — more like 
inflammation or lymphoma. There was no evidence 
of lymph nodes in the mesentery, and nothing 
abnormal in the spleen or liver. We did the opera- 
tion transthoracically or rather abdominothoraci- 
cally and had an opportunity to investigate the left 
chest. There was nothing wrong there. But to 
extirpate as much of the disease as possible I took 
out the whole omentum and all the lymph nodes 
along both curvatures of the stomach, along the 
left gastric artery, and all the nodes around the 
abdominal segment of the esophagus. I endeavored 
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to do what I thought was the most radical opera- 
tion for cancer of the stomach on the basis that 
we might be dealing with that disease. A total gas- 
trectomy was done, and it looked as if the stomach 
grossly were completely involved except possibly 
the part just proximal to the pylorus. 

Another interesting clinical observation is that 
almost immediately after operation the tempera- 
ture came down to normal. It was not as high the 
next day as it had been the day before operation. 
Then she ran for ten days a perfectly flat normal 
chart. After that she began to run another wave 
of fever, which was coincident with the usual 
dose of x-ray treatment, which she has been having 
and has just completed. Then we gave penicillin 
empirically, and after a period of ten days the tem- 
perature came down, and she then ran another nor- 
mal temperature for a period followed by another 
short episode of fever. And now, once again, the 
temperature is down. Whether that has any sig- 
nificance as far as the primary disease goes, I do not 
know. It had no correlation with any obvious com- 
plication — no abscess, empyema, pulmonary in- 
fection or anything that we could find. 

At one time there was a small accumulation of 
air and fluid beneath the left leaf of the diaphragm, 
but after a period of time it disappeared. The 
patient is going home tomorrow. 

Dr. Apvams: Did the blood picture improve? 

Dr. Sweet: She continued to look more and 
more miserable as x-ray treatment progressed. 
After what was interpreted as a normal hemoglobin 
level before, during and after operation, the hemo- 
globin fell to 6 gm. during the course of the 
treatment. She is having more transfusions in 
anticipation of discharge. She was very much 
nauseated by the x-ray therapy. We have hopes 
that she will improve now that we have stopped 
x-ray treatment. 

Incidentally, we took out the spleen and terminal 
half of the pancreas, not because they were involved 
but because it was technically the only way I could 
get all the lymph nodes around the celiac axis. 

Dr. Matiory: We found that the stomach was 
entirely involved with tumor. There seemed to be 
two centers of tumor from which the lesion spread 
to involve virtually all the mucosa. One of these 
was shallowly ulcerated. A number of lymph nodes 
were obviously replaced by tumor, whereas others 
were normal. The histologic picture showed a very 
undifferentiated tumor, with a great many mul- 
tinucleated cells in it, and our diagnosis was 
lymphoma of the Hodgkin’s-sarcoma type. Some 
of the lesions in the lymph nodes were more charac- 
teristic of Hodgkin’s disease than the stomach itself. 
The spleen was entirely uninvolved. 

Dr. Benepict: I think this case represents one 
of the most important potential uses for the new 
gastroscope — namely, the differential diagnosis 
between gastritis, lymphoma and diffuse carcinoma 
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of the stomach. We have done 31 cases, of which 
18 had chronic gastritis and 2 acute and chronic 
gastritis, and 8 showed normal stomachs, 1 
lymphoma and | carcinoma. 

Dr. Matuory: Very frequently in lymphoma 
of the stomach the lesion is diffuse and grossly shows 
mucosal folds that, by x-ray examination, are in- 
distinguishable from the hypertrophic type of 
gastritis. 

Dr. Sweet: One of our medical staff who saw 
the patient raised the question of obtaining a bone- 
marrow biopsy. I wonder if we had done it whether 
it would have assisted us in making the diagnosis. 

Dr. Apvams: Before the routine studies were 
completed, we thought that a bone-marrow biopsy 
might be necessary to exclude leukemia. It would 
have been done had the other findings not crystal- 
lized the situation for us. I do not believe that it 
would have helped establish a diagnosis of 
lymphoma unless, in doing the biopsy, one was 
fortunate enough to stick the needle into a lymphom- . 
atous lesion in the bone marrow. 

If Dr. Benedict is including this case in a statis- 
tical study, he should not, in my opinion, include 
it as a case clinically diagnosed as gastritis. Before 
operation we were quite certain that we were deal- 
ing with a malignant lesion, probably lymphoma. 
The clinical diagnosis of gastritis was not considered. 

If Dr. Benedict is thinking in terms of statistics, 
I do not believe he should include this as a case of 
clinical gastritis in which lymphoma was discovered 
because we were quite certain we were dealing with 
a malignant lesion. 

Dr. Sweet: Yes, and in the stomach. 

Dr. Wyman: The only point I want to make 
about x-ray treatment and anemia is that from 
our point of view it seems probable that she had 
extensive bone-marrow disease, which was account- 
ing for the anemia, and this was not produced by 
x-ray treatment. 

Dr. Sweet: Perhaps I gave the wrong impres- 
sion. I did not mean to imply that there was 
a causal relation; it was merely an observation. 


CASE 35092 


PRESENTATION OF. CASE 


A seventy-nine-year-old retired mechanic entered 
the hospital because of vomiting, weakness and 
weight loss. 

The patient was first seen in the Out-Patient 
Department seven years before, when he com- 
plained of intermittent attacks of epigastric burn- 
ing and fullness of three or four years’ duration. 
The discomfort was relieved by food and alkalis. 
There was some weight loss, but no nausea, vomit- 
ing or melena. Physical examination at that time 
revealed tenderness with some resistance in the 
epigastrium. An x-ray examination revealed the 
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esophagus to be normal except for slight compression 
from a tortuous aorta just above the diaphragm. 
The fundus of the stomach appeared to be deformed, 
probably owing to extrinsic pressure. The pylorus 
opened readily, outlining a markedly deformed 
duodenal cap, with several large pouches on each 
curvature. In the narrowest portion of the cap 
there was a l-cm. crater, probably on the posterior 
wall. Diet and antacids gave relief, but approxi- 
mately a year later he became weak, vomited black 
liquid and passed a black stool. He was anemic, 
with a hemoglobin of 8.1 gm., but he preferred not 
to be hospitalized. Several weeks later an x-ray 
film showed a deformed duodenum with a tiny ulcer 
crater on the posterior wall. On rest, diet and ant- 
acids he improved but remained weak. Three years 
before admission epigastric discomfort recurred 
following dietary indiscretions. An x-ray film again 
showed a deformed duodenum with an active ulcer. 
Five months previous to admission weakness, weight 
loss and anorexia developed, and later he had a 
single episode of severe epigastric pain, which 
“doubled him up” and required an injection by his 
doctor. He became more anorexic, weaker and 
finally bedridden. There was no hematemesis or 
melena, but he vomited all food he ingested in the 
two weeks prior to admission. Five days before 
entry he began to hiccup and developed pain in the 
left shoulder. 

Physical examination showed a wasted man 
hiccuping constantly. The breath was not uremic. 
The tongue was coated and dry. There was marked 
kyphosis. The heart was slightly enlarged. The 
liver edge was percussible two fingerbreadths below 
the costal margin. There was tenderness in the left 
upper quadrant, and a hard, irregular edge could be 
felt under the left rib margin. 

The temperature was 99.6°F., and the pulse 68. 
The blood pressure was 110 systolic, 70 diastolic. 

The urine gave a ++ test for albumin, and the 
sediment contained many granular casts, occasional 
white blood cells and rare red blood cells. The 
hemoglobin was 11.5 gm. The white-cell count was 
17,200, with 87 per cent neutrophils. The serum 
protein was 6.3 gm. per 100 cc. The chloride was 
97 milliequiv. per liter, and the nonprotein nitrogen 
54 mg. and the fasting blood sugar 136 mg. per 
100 cc. The prothrombin time was 18 seconds 
(normal, 15 seconds). A gastrointestinal series was 
reported as follows: 
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The esophagus is quite normal as to form and function, 
except for the fact that it retains barium longer than usual, 
apparently owing to pressure upon its lower end by some- 
thing beneath the diaphragm, which also is consistent 
with pressure and deformity of the fundus of the stomach. 
The fundus and body of the stomach are displaced anteri- 
orly. There is an irregular pooling of barium in the fundus 
just below the cardia. Within the hollow of the displaced 
stomach there are several areas of translucency that look 
like air; a few other areas look like barium. These dense 
flecks are seen on the film made several years ago. The 
duodenal bulb is constantly deformed in the manner 
characteristic of ulcer. An ulcer crater 0.5 cm. in size is 
present. 


A chest film showed scoliosis of the spine and mild 
arthritic changes. 

During the hospital stay the temperature spiked 
daily to 101 and 102°F., with an average pulse rate 
of about 105. Examination of the blood on the 
fourth day showed a white-cell count of 33,200, 
with “marked neutrophilia and toxic granules.” 
Attempts to pass a tube from the esophagus into 
the stomach were unsuccessful. On the sixth hospital 
day an operation was performed. | 


DIFFERENTIAL DIAGNOSIS 


Dr. Horatio Rocers: I think we can assume that 
eleven years before admission this man had ulcer 
symptoms; seven years before admission he still 
had ulcer symptoms, and x-ray films demonstrated 
duodenal ulcer. One year later he had a gastro- 
intestinal hemorrhage, presumably from the du- 
odenal ulcer; three years before admission he still 
had ulcer symptoms, and x-ray examination demon- 
strated an active duodenal ulcer. All this past his- 
tory would be consistent with a simple duodenal 
ulcer if it were not for that one x-ray note about 
the fundus of the stomach being deformed by ex- 
trinsic pressure seven years before admission. 

It seems that the present illness began five months 
before entry. Within five months there was pro- 
gressive weight loss,*weakness and anorexia. The 
patient was seventy-nine years old, so that one im- 
mediately thinks of cancer, possibly in the stomach. 
Then he had an episode of severe epigastric pain, 
doubling him up and requiring an injection. We do 
not know just how long before admission that was, 
but presumably very recently. That makes me 
wonder about perforation of the old ulcer or pos- 
sibly hemorrhage into a cyst. It may have been a 
cyst behind the stomach; that would go with the 
x-ray description of extrinsic deformity of the 
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stomach. Hemorrhage into a pancreatic cyst could 
cause a severe, acute episode of epigastric pain, 
such as this man had. Then he developed vomiting, 
and he vomited everything. Whether that was 
really vomiting or regurgitation may be important, 
because if his stomach was obstructed at the cardia, 
it could not have been vomiting; it must have been 
regurgitation. Then he developed hiccuping and 
pain in the left shoulder, which suggests irritation 
of the left leaf of the diaphragm. So from the his- 
tory alone we might assume that he had something 
in the lesser peritoneal cavity that formed the x-ray 
shadow that deformed the stomach and pushed it 
forward and was presumably associated with an 
acute episode of epigastric pain from which he 
rapidly went downhill. 

I would like to see the x-ray films because there 
are a number of things I do not understand, par- 
ticularly the note about flecks of barium seen in the 
examination years previously in the hollow of the 
displaced stomach. Does that mean in the stomach 
itself? 

Dr. Stantey M. Wyman: There are only three 
films remaining from the x-ray examination of 
this patient, unfortunately. The first film was 
taken seven years before the last. The second film 
was taken four years after the first, and three before 
the last. The flecks of density described are seen at 
this point on the original examination lying ap- 
parently quite close to the stomach. There is definite 
compression of this portion of the cardia, with a 
suggestion of a soft-tissue density in the adjacent 
region. The deformity of the duodenal bulb is 
imperfectly visualized, but I believe it ‘is present. 
The second film taken four years later shows the 
fleck of density to have been displaced more pos- 
teriorly. The films were taken in quite similar pro- 
jection. I believe this is a true observation, par- 
ticularly in view of the last film, which shows the 
density to have been pushed still farther posteriorly 
and downward. The second film shows a suggestion 
of a sharp angle in the upper part of the stomach and, 
again, a soft-tissue mass, which on the last film ex- 
tends along the midbody down close to the angle, 
in a hemispherical fashion, and indenting the cardia. 
The small shadows of rarefaction seen here, I believe, 
lie in the soft-tissue mass and probably represent 
gas. The general configuration and contour of 
this lesion, with the sharp angle where the mass joins 
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normal stomach, are consistent with an adherent 
mass or an intramural mass. 

Dr. Rocers: Do we have to suppose that these 
flecks are barium, or can we think that they are 
calcium? 

Dr. Wyman: I think calcium is perhaps a better 
bet. 

Dr. Rocers: On physical examination the pa- 
tient was emaciated and had a hemoglobin of 8.1 
gm., which is less anemia than one would expect with 
cancer of the stomach of this extent. He had casts 
and albumin in the urine and nonprotein nitrogen 
of 54 mg. per 100 cc., indicating kidney damage, 
but not enough to make me suspect the kidney as 
the primary source of his trouble. He had an ele- 
vated temperature and a rising white-cell count, 
which would make one think of either sepsis or 
necrosis. He had a prothrombin time only slightly 
elevated, and the liver edge could be palpated two 
fingerbreadths below the costal margin. It does 
not indicate anything very important associated 
with the liver to me. The blood sugar was 136 mg. 
per 100 cc., and the top normal would be 100 mg., 
so that is a definite elevation and immediately makes 
one think of the carbohydrate metabolism and won- 
der about the function of the pancreas. We do not 
have any amylase or lipase or glucose tolerance re- 
port so probably that was not seriously considered 
on the wards. 

Then we come to the hard, irregular, tender mass 
in the left upper quadrant. Apparently that is the 
thing we have to guess the nature of. Was it a 
malignant tumor in the stomach itself? I should 
think that the slightness of his anemia, his lack of 
bleeding and the seven-year duration of gastric de- 
formity were all against it. It could be retroperi- 
toneal malignant sarcoma of some form, but the 
present course seems to have been rapidly progres- 
sive; yet we have x-ray evidence of its presence 
seven years before admission. It could hardly have 
been a malignant tumor going on all that time. A 
possible explanation would be a mass that remained 
benign for several years and then more recently be- 
came malignant. We could explain the acute episode 
just before admission on the basis of either necrosis 
of a malignant tumor or hemorrhage into a malig- 
nant pancreatic cyst. I think that cancer of the 
body or tail of the pancreas would be my best bet. 
There are a number of things about cancer of the 
tail of the pancreas that are characteristic and ap- 
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pear in this case. For instance, the surprisingly 
high hemoglobin for such a sick man, the hyper- 
glycemia, the extreme weight loss and the rapid 
downhill course at the end. He did not have jaun- 
dice, the other common sign of pancreatic cancer, 
because the mass was not near the common duct. 

Dr. J. H. Means: Could this have been a 
leiomyoma of the stomach? My recollection is that 
they may exist in benign fashion for a number of 
years and take on rapid malignant growth ter- 
minally. The roentgenologist said it seemed as if 
it were in the wall of the stomach, which is where 
leiomyoma would develop. It could have perforated, 
I suppose, as a terminal event. 

Dr. Wyman: I think that is an excellent sugges- 
tion and should be considered most seriously. Per- 
haps I did not emphasize sufficiently the pockets of 
probable gas lying in the mass. They have to be 
explained by gas-forming organisms or, more 
logically, by the entrance of gas into the mass from 
a gas-containing viscus. 

Dr. Tracy B. Matiory: Dr. FitzHugh, would 
you like to comment? 

Dr. Greene FitzHuca: I thought that the 
tumor did not originate in the stomach and be- 
lieved as Dr. Rogers did that the best possibility 
was the pancreas. 

Dr. Perry J. Cutver: Would deposits of fat 
reduce x-ray opacity enough to cause such spots of 
radiolucency? 

Dr. Wyman: Fat deposits have the same x-ray 
density as air, but they are not present on the 
original two films and, therefore, one must assume 
that they have developed since then. 

Dr. Cutver: I was thinking of fat necrosis with 
pancreatic tumor. 

Dr. Wyman: I do not believe it would produce 
this appearance. 

Dr. Mattory: Fat necrosis would probably cause 
a dense shadow because it tends to calcify very fast. 
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D1acnosis 


Perforated malignant tumor, with abscess forma- 
tion. 


Dr. Rocers’s DIAGNOSES 


Malignant degeneration of pancreatic cyst. 
Duodenal ulcer, old. 


ANATOMICAL DIAGNOSES 


Neurofibrosarcoma of stomach, with metastases to 

liver and perforation into abdominal cavity. 
Peritonitis, acute, generalized, mild. 
Arteriosclerosis, generalized, moderate. 
Emphysema, pulmonary. 


PaTHOLoGicaL Discussion 


Dr. Ma tory: This patient was explored in the 
very forlorn hope that there might be a localized 
abscess that could be drained. At operation Dr. 
Parsons found a large tumor mass arising from the 
lesser curvature of the stomach, firmly attached to 
it. He was unable to do anything but take a biopsy. 
There was slight peritonitis present, but the patient 
died within twenty-four hours. 

At autopsy a large tumor was found occupying 
about half the lesser curvature, lying almost en- 
tirely intramurally. Its center was eroded, and per- 
foration had resulted. It was a spindle-cell sarcoma 
—we thought more likely fibrosarcoma than 
leiomyosarcoma. That differentiation is often a 
difficult one to make. There was one single large 
metastasis to the liver — a round spherical nodule, 
nearly 6 cm. in diameter. No other metastases were 
found. We were able to find the scar of his old 
duodenal ulcer, which seemed entirely healed. The 
other findings were only those consistent with his 
age, such as generalized arteriosclerosis and pul- 
monary emphysema, neither of them severe. 
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DOCTORS’ PROGRAM 


TueE meeting of the Planning Committee of the 
American Medical Association was held, as 
scheduled, in Chicago on February 12. Composed 
of the officers of the Association and representatives 
of the Board of ‘Trustees and the House 
of Delegates, the committee was augmented by 
the secretary and one other member of each state 
medical society and other interested persons. Its 
purpose was to present a plan of action for the 
American Medical Association to follow in better- 
ing its relations with the public and in acquainting 
the public with the practices of American medicine, 
and to consider a constructive program for improv- 
ing the distribution of medical care in this country. 
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These objectives are those for which many of the 


critics of the Association have been clamoring since 


the assessment was announced in December and for 
the preparation of which adequate time was 
necessary. 

A revitalized public-relations plan is in the hands 
of the firm of Whitaker and Baxter, of San Fran- 
cisco, which has opened offices for the purpose in 
Chicago. The plan is first to neutralize the smear 
attack on the subject of lobbying and a “‘slush fund” 
that has been launched against the Association, 
and next to organize an educational campaign that 
will reach the people of the United States through 
the individual members of the Association and all 
interested persons and organizations. This cam- 
paign will emphasize the desirability of free enter- 
prise in medicine and the extension of voluntary 
prepayment plans, as opposed to the principle of 
compulsory health insurance. 

These are the purposes for which the assessment 
levied by the Association is already being expended, 
every dollar of which will be reported in a check- 
by-check accounting to the Association, with 
financial reports available for Government inspec- 
tion at any time. 

In addition, a twelve-point program for the 
advancement of medicine and public health is pro- 
posed. These points, in brief, consist of: 


1. Creation of a federal Department of Health 
of Cabinet status with a secretary who is a Doctor 
of Medicine, and the co-ordination and integra- 
tion of all federal health activities under it, except 
for those of the medical services of the armed 
forces. 

2. Promotion of medical research through 
a National Science Foundation, with grants to 
private institutions. 

3. Further development and wider coverage 
by voluntary hospital and medical care plans 
to meet the costs of illness, with aid through the 


states to the indigent and medically indigent. 

4. Establishment in each state of a medical 
care authority to receive and administer funds 
with proper representation of medical and con- 
sumer interest. 


assa 


5. Encouragement of prompt development 
of diagnostic facilities, health centers and hos- 
pital services, locally originated for areas in which 
the need can be shown. 

6. Establishment and improvement of local 
public-health units and services, with remunera- 
tion of health officials commensurate with their 
responsibility. 

7. The development of a program of mental 
hygiene with aid to mental-hygiene clinics in 
suitable areas. 

8. Health education programs administered 
through suitable state and local health and medi- 
cal agencies. 

9. Provision of facilities for care and rehabili- 
tation of the aged and those with chronic disease 
and various other groups not covered by exist- 
ing proposals. 

10. Integration of veterans’ medical care and 
hospital facilities with other medical care and 
hospital programs. 

11. Greater emphasis on the program of in- 
dustrial medicine, with increased safeguards 
against industrial hazards and prevention of 
accidents occurring on the highway, in the home 
and on the farm. 

12. Adequate support, with funds free from 
political control, of the medical, dental and nurs- 
ing schools and other institutions necessary for 
the training of specialized personnel required 
in the provision and distribution of medical care. 


Obviously any such program or parts of it to 
become effective will require legislation, which will 
presumably be proposed at the proper time. 


PUBLIC FINANCING IN MEDICINE 


Tue discourse on public financing of medical 
education, research, health and medical care, 
delivered last May by Dr. Allan M. Butler before 
the Suffolk District Medical Society and published 
elsewhere in this issue of the Journal, presents 
astutely and temperately certain arguments in favor 
of compulsory health insurance. 

It so happens, nevertheless, that the majority 
of the medical profession is at present opposed, and 
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it believes with reason, to this method of payment 
for medical services. What its attitude may be 
five, fifteen or fifty years hence is another matter, . 
since it is the present that is under consideration. 
It is freely admitted, however, that principles 
having to do with the distribution of medical care 
that are accepted today were anathema ten or 
fifteen years ago. 

The fact that in 1946 the Government spent 
$1,200,000,000 for health and medical care is taken 
by Dr. Butler as “a measure of the failure of 
philanthropy and private charity to meet the 
needs.” Presumably the expenditures of the 
Veterans Administration are included in this figure, 
but aside from this no estimate is available as to 
how much of the colossal outlay was necessary, or 
how wisely and economically it was made. If this 
vast sum was expended with caution and judgment, 
and with due regard to conservation of the country’s 
resources, then the employment of some part of 
it is certainly acceptable so far as present concepts 
are concerned. This applies especially to those 
allocations having to do with public health, with 
the care of communicable disease and mental 
illness, and to a considerable degree with research. 
There is, however, a line, indistinct as it may be, 
beyond which governmental encroachment may be 
justly considered as dangerous in that it may 
jeopardize the quality of medical care. There 
is still occasion, in our imperfect society, for 
skepticism regarding the efficiency of Government 
methods. 

Published sections of the Hoover investigation 
give substance to this skepticism, as where it 
reports, in relation to the construction of Veterans 
Administration Hospitals, “The federal Govern- 
ment is assuming uncalculated obligations without 
any understanding of their ultimate cost, the lack 
of necessary professional manpower to carry them 
out, or their adverse effect upon the hospital sys- 
tem of the country.” And again, “[there is a] pat- 
tern of duplication of physical facilities, waste of 
scarce medical personnel, . . 


. and unwarranted 
construction of new facilities — all resulting pri- 
marily from the lack of a central plan for federal 
medical care.” 
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It is possible that Government may so reform 
its methods as to make a vast federal insurance 
scheme run smoothly, efficiently and economically, 
but it is the policyholders who would be taking the 
uncalculated risk — under compulsion. 

Certain conclusions are obvious. Momentous 
decisions are in the making, and the order changeth, 
in one way or another. It must be accepted that 
all honest advocates either of Government control 
and compulsory insurance or of free enterprise and 
voluntary insurance have the same interest at heart 
— the best possible medical care for all the people 
who can be reached. Each faction, if factions there 
must be, may make one of its greatest contributions 
to the attainment of this common goal by trying 
to understand and appraise the opinions of the 
other. 

There can be no disagreement with Dr. Butler’s 
closing sentence in which, referring to the Suffolk 
District and the Massachusetts Medical societies, 
he writes: “the past history of both societies amply 
justifies the expectation that considered thought 
. « » will result in much needed tolerant discussion, 
intelligent decisions and constructive action.” | 


NITROGEN CYCLE 


Tue world is full of headaches these days, and 
one of the major ones that will remain after a modus 
vivendi has been achieved between Russia and the 
rest of the world, the Jews and Arabs have been 
appeased in Palestine and some sort of low-cost 
medical care has been provided for our own people 
is the truly frightening contemporary fulfillment 
of the dire prophecies made exactly one hundred 
and fifty years ago by Thomas R. Malthus in his 
“Essay on Population as it Affects the Future 
Improvement of Society.” The world is running 
out of food. 

Hopefully the UN presents a possible solution. 
Among that body’s multifarious assortment of 
organizations to plan for a brave new future are the 
WHO, or World Health Organization, and the FAO, 
or Food and Agricultural Organization. Experts 
in the two organizations are convinced that a world 
problem of such vast and complicated nature as the 
present universal food shortage cannot possibly 
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be solved by any short-term emergency schemes. 
Something more effective and more enduring than 
mere relief projects must be undertaken. WHO 
and FAO propose action for more food through 
better health.* It seems that an important reason 
why the world’s farmers cannot produce enough 
food is that they are not enjoying the good health 
usually attributed to tillers of the soil. 

At least ten million acres of potentially rich 
agricultural land are now being worked by disease- 
ridden people. The two organizations estimate 
that the enduring and effective project they have 
in mind could be carried out over this area at a cost 
of only twenty cents per acre per year. During 
a trial period of five years this would require the 
expenditure of only ten million dollars. 

What can be done for these ten million acres at 
twenty cents each? The answer is simply to spray 
them with DDT. Malaria, the greatest scourge, 
might by this simple expedient be wiped out entirely 
or at least controlled beyond the point of being a 
real danger any longer. Thus, the low agricultural 
output would be increased per man and per acre, 
contributing directly to the alleviation of the world 
food scarcity and creating almost immediately a 
spirit of enterprise and self-respect among men who 
had previously believed that they were the slaves 
of their environment and not its masters. 

WHO and FAO suggest that introduction of 
proper methods in the combined use of agricultural 
machinery, adequate draft power, correct fer- 
tilizers, and so forth is also desirable, and perhaps 
might be accomplished to sgme extent at the same 
rate of twenty cents per acre. The plan seems at 
least worth trying. 


NATIONAL GUARD NEEDS MEDICAL 
PERSONNEL 

ATTENTION is directed to the communication 
from Colonel Chamberlin published elsewhere in 
this issue of the Journal. Eligible members of the 
profession, somewhat blinded by the publicity that 
is shed on the medical-personnel requirements 
of the country’s expanding military and naval 
establishments, may fail to realize the opportunities 


that the National Guard has to offer. 


*WHO Newsletter, Vol. 2, No, 10, October, 1948. New York: Public 
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Enrolled in this permanent organization, trained 
to serve in the event of civil disaster as well as in 
that of wartime emergency, the medical officer has 
an unusual opportunity for discharging his military 
obligations in his own chosen outfit. Colonel 
Chamberlin’s letter outlines the details of service 
and of pay for both physicians and medical 
students, as well as the important point of retire- 
ment income. 


LITHIUM CHLORIDF. 


A small number of patients on low sodium diets 
who are receiving a salt substitute — Westsal — 
(Wess-sal) have been reported to have had toxic 
symptoms, especially muscle tremors, weakness, 
inco-ordination and gastrointestinal disturbances, 
possibly due to lithium. Any information concern- 
ing the occurrence of very rare fatalities is highly 
inconclusive. 

The manufacturers are investigating the situa- 
tion. Any physician who can report on the success- 
ful use of the preparation or its toxic effects should 
communicate with Howard B. Sprague, M.D., 1180 
Beacon Street, Brookline, Massachusetts (telephone 
ASpinwall 7-1550), representing the New England 
Heart Association. 


Fourth-year students in approved medical 
schools are reminded of the Journal's prize- 
essay competition on preventive medicine. 

For further information see The New Eng- 
land Journal of Medicine, September 30, 1948, 
p. 525, or write to the editor. 


MASSACHUSETTS MEDICAL SOCIETY 


DEATHS 


Ga.tiaGuer — John V. Gallagher, of Milford, died on 
tember 17. He was in his seventy-second year. 

r. Gallagher received his degree from Tufts College Medi- 
cal School in 1902. He was medical examiner of ‘the Sixth 
Yen District and was a member of the staff of Milford 

os ita 
is widow, a daughter and a son survive. 


Suersurne — Andrew E. Sherburne, M.D., of Ports- 
mouth, New Hampshire, died on January 29. He was in his 
seventy-sixth year. 

Dr. Sherburne received his degree from Harvard Medical 
School in 1903. 

His widow, two sons and five grandchildren survive. 
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MASSACHUSETTS DEPARTMENT 
OF PUBLIC HEALTH 


COMMUNICABLE DISEASES IN 
MASSACHUSETTS FOR JANUARY, 1949 


Résumé 
Disease ANUAR anvary Year 
ee er ee 2* 
41 23 227: 
1 
mphogranu venereum 
6024 1167 1167 
Meningitis ningococcal...... 6 18 
Meningitis, Pfeiffer-bacillus. .. .. 3 3 
Meningitis, pneumococcal ..... 
Meningitis, staphylococcal ..... 6 
Meningitis, streptococcal ...... 
Meningitis, undetermined ...... 3 5 6 
Poliomyelitis ................. 0 0 2 
monellosis ................. 3 
Scarlet fever ................. 1014 41 1200 
Tu rculosis, pulmonary ...... 205 198 213 
uberculosis, other forms ...... 1 15 
Undulane 454 612 
*Five-year median. 
ComMMENT 


Diseases with incidence higher than the seven-year median 
were chicken pox, diphtheria, German measles, meas 
mumps and undulant fever. 

Diseases with incidence lower than the seven-year median 
were scarlet fever and whooping . 

Chicken pox was highest for any January since reporting 


an. 
easles had a higher incidence twice before —in 1926 
and 1934 — than for this January. 
Scarlet fever is steadily increasing in prevalence and will 
sone on be exceeding the median within next few 
mon 


GeocraPHIcat DistrisuTion oF CERTAIN DISEASES 


Diphtheria was reported from: Arlington, 1; Boston, 24; 
East Brookfield, 1; Lynn, 2; Medford, 3; Revere, 1; Somer- 
ville, 1; Watertown, 1; Winchester, 1; total, 

Dysentery, bacillary, was reported from: Worcester, 1; 
total, 1. 

Encephalitis, infectious, was reported from: Brimfield, 1; 
Lunenburg, 1; Springfield, 1; total, 3. 

Lymphocytic choriomeningitis was reported from: Fall 
River, 1; Fitchburg, 1; total 2. 

Meningitis, meningococcal, was reported from: Boston, 1; 
New Bedford, 1; Rowley, 1; Salem, 1; Wakefield, 1; West- 
field, 1; total, 6. 

Meningitis, Pfeiffer-bacillus, was reported from: Lawrence, 
1; New Bedford, 1; Springfield, 1; West Brookfield, 1; West- 
field, 1; total, 5. 

Meningitis, pneumococcal, was reported from: Haverhill, 1; 
Tewksbury, 1; Wellesley, 1; total, 3. 

Meningitis, undetermined, was reported from: Adams, 1; 
a a 1; Haverhill, 1; North Adams, 1; Pembroke, 1; 


total, 5. 
Salmonellosis was reported from: Boston, 2; New Bed- 
ford, 1; total, 3. 
Septic sore throat was reported from: Boston, 5; total, 5. 
Tetanus was reported from: Deerfield, 1; total, 1. 
Trichinosis was reported from: Fall River, 1; Mansfield, 1; 
Northampton, 1; Wellesley, 1; total, 4. 
Tularemia was reported from: Tisbu 
Undulant fever was reported from: 
land, 1; Westboro, 1; total, 3. 


, 1; total, 1. 
arblehead, 1; Rut- 
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MISCELLANY 


VFW CRAVE CHIROPRACTIC 


Bill 1512, introduced into the House of Representatives 
by Representative Walter B. Huber, Democrat, of Ohio. 
authorizes the ecetmest of chiropractors in the medical 
department of Veterans Administration, according to Wash- 
ington Report on the Medical Sciences. The measure, similar 
to one sponsored last year by Representative Patterson of 
Connecticut, was filed at the request of Veterans of Foreign 

ars. 

Are not the veterans sticking their necks out in asking 
Government to pay to have them broken for them? 


CORRESPONDENCE 


OPPORTUNITIES IN THE NATIONAL GUARD 


To the Editor: I wish to take this opportunity of presenting 
to the physicians in the Greater Boston area, especially house 
officers and younger veterans of World ar II, the 
desirability of joining the Massachusetts National Guard 
and more particularly the 114th Medical Battalion of the 
26th Division, which I have the privilege of commanding. 
This organization is charged with second-echelon evacuation, 
triage, emergency surgery and early psychiatric therapy 
in combat. In peace we are — to accomplish these mis- 
sions and in addition to be prepared to be of service in event 
of major civil disaster. Working in co-operation with civilian 
agencies, we as an organization are prepared to co-ordinate 
ambulance runs and to serve as an office of record for 
casualties; we have the facilities to set up quickly and 
efficiently a collecting station for treating, sorting and clear- 
ing casualties. us, a medical officer in this organization 
has the dual + poeta of preparing himself to serve use- 
fully in time of war and to of service to his community 
in the event of disaster. 

There are other advantages of a more immediate character 
— namely, good fellowship in a slightl different atmosphere 
than usually exists in a rooms aily life, pay for two 

rs’ work a week, and full pay and allowances for two 
weeks on Cape Cod in the summer. Since the passage of a 
civilian component retirement act by Congress last summer, 
service in the National Guard is the quickest and easiest 
way to earn the required points for a retirement income at 
age sixty. Where else in the world can one set up an annuity 
and get paid for doing it? 

Since the war, the 26th Division has been almost entirely 
reorganized. In the Medical Battalion all administrative 
duties are carried out by nonmedical personnel, so that no 
physician is required to take property responsibility, or worry 
about rosters, payrolls and the like. This is a much happier 
situation than many of the junior medical officers of the last 
war had. It assures a physician that he will be doing pro- 
fessional work only. I have vacancies for majors, captains 
and lieutenants — medical corps. Any physician who gained 
the rank of major, or its Navy equivalent, during the war 
or on a terminal leave goomaeen is eligible for the same rank 
in the 114th Medical Battalion. Any house officer or recent 
graduate without previous military service may obtain a 
commission as first lieutenant. A physician’s status in any 
other civilian component of the armed services is not 
jeopardized, since, though it is necessary to vacate a reserve 
commission to accept one in the National Guard, a physician 
may resign at any time and revert to his previous status with- 
out prejudice or loss of seniority. 

edical students may also be of use to us in the ranks and 
may augment their incomes with the pay of the grade 
for which they qualify. There are numerous noncommis- 
sioned officer vacancies, which I will be happy to fill with 
ualified medical students. By enlisting in the 114th Medical 
attalion, a medical student may not only earn a few extra 
dollars a week but also become familiar with the work of 
the Army Medical Department and become eligible 
immediately upon graduation for a commission as first 
lieutenant, Medical Corps. e work is interesting, useful 
and not too arduous or time consuming and pays. We drill 
on Thursday nights at the South Armory, Irvington Street, 


Boston. I ma reached by telephone during the week at 
Commonwealth 6-5142. 
Donatp T. CuamBeruin, Cotonet M.C. 
Massachusetts National Guard 
Boston 


NOTICES 


The receipt of the following books is acknowledged, 
and this listing must be as a sufficient return 
for the courtesy of the - Books that appear to be 
of particular interest will be reviewed as space permits. 
Additional information in regard to all listed books 
will be gladly furnished on request. 


What Is Psychoanalysis? By Ernest Jones, M.D. 8°, cloth, 
Hy te New York: International Universities Press, 1948. 


Dr. Jones, a recognized English authority on psycho- 
analysis, first drafted this small book in 1928. The author 
states that in this second edition he finds little that needs 
changing. In a short addendum he discusses briefly the 
modern trends and problems of psychoanalysis. 


Correlative Neuroanatomy. By Joseph { McDonald, M.S 
M.Sc.D.. M.D... Joseph G. Chusid, A.B., and Jack 
Dange, M.S., M.D. 8°, cloth, 156 pp., with 60 illustrations. 
Fourth edition. Palo Alto, California: University Medical 
Publishers, 1948. $3.00. 

This students’ manual was first published in 1938. It 
covers gross anatomy, neuroanatomy, neurodiagnosis and 
neurology and correlates anatomy and physiology with the 
clinical findings of diseases of the nervous system. The 
text is divided into three parts: the peripheral nerves; neuro- 
diagnosis; and diseases of the central nervous system. An 
appendix gives a complete list of neurologic signs and symp- 
toms, a brief discussion of muscular dystrophies and 
atrophies and an outline of the neurologic examination. A 
aed index concludes the volume. The printing is done by 
a reproductive process. The outline uctrations are good 
and clear. The binding is of the ring type, common to 
students’ notebooks. 


oats Disease. By Henry A. Christian, A.M., M.D., LL.D., 
Sc.D. (Hon.), M.A.C.P., Hon. F.R.C.P. (Can.), D.S.M. (Am. 
Med. Assoc.). Reprinted from Oxford Loose-Leaf Medicine 
with the same pagination. 8°, cloth, 384 pp., with 40 illus- 
trations and 38 tables. New York: Oxford Oiiveniey Press, 
948. $9.00 

This monograph brings the subject up to date and reflects 
the author’s experience of forty-seven years in the study 
of kidney diseases, and presents his concept of the disease. 
The classification is the clinieal one devised by Dr. Christian. 
A bibliography of 492 references concludes the text. There 
is a _— index. The reprint of this important contribution 
makes it available to persons not having access to the loose- 
leaf system. The type, paper, printing and illustrations are 
excellent. The price is high but is probably justified by the 
complicated tables, charts and illustrations. 


NOTICES 


ANNOUNCEMENT 


Dr. Henry H. Lerner announces the opening of his office 
for the practice of roentgenology at Physicians Hall, 314 
Commonwealth Avenue, ton. 


HARVARD MEDICAL SOCIETY 


A meeting of the Harvard Medical Society will be held in 
the amphitheater of Building D, Harvard Medical School, on 
Lg March 8, at 8 p.m. The chairman for the evening 
will be Dr. George W. Thorn. 


PRroGRaM 
The Use of Fraction I for Separation of Pht 
Leukocytes from Whole Blood. Edward S. 
Marvin J. Powell and John G. Gibson, II. 
The Role of the Hypothalamus in the Adrenal Cortical 
Response to Stress. David Hume, Peter H. Forsham 
and George Whittenstein. 


and 
Buckley, Jr., 
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Pulmonary Hypertension. Lewis Dexter, Eugene Eppin- 
games hittenberger, Florence W. Haynes, Ha 
ik. ellems, James Dow, Benjamin Ferris and Walter 


ale. 

Effect of Sulfanilamide on Salt and Water Retention in 
Congestive Heart Failure. William B. Schwartz, Jr. 

The Measurement of the Exchangeable Potassium by 
Isotope Dilution. Leslie Corsa, Richard Steenburg, 
Margaret Ball and Francis D. Moore. 

Use of an Artificial Kidney. John P. Merrill, Edmund J. 
Callahan, III, and George W. Thorn. 


Subsequent meetings will be held on April 12 and May 10. 


NEW ENGLAND SOCIETY OF ANESTHESIOLOGISTS 


A meeting of the New England Society of Anesthesiologists 
will be held in the Auditorium of Building A, Boston Univer- 
sity School of Medicine, 80 East Con Street, Boston, 
on Tuesday, March 8, at 8:00 p.m. The scientific program 
will be as follows: 


re ees in the Paraplegic Patient. David P. Crowell, 


Technic and Anatomic Considerations of  Stellate- 
Ganglion Block. Edward J. Twigg, M.D. 

Reflex Sympathetic Dystrophy and Differential Spinal 
Block as a Diagnostic Aid. Ruth M. Anderson, MD. 

Physicians and medical students are invited. 


SOUTH END MEDICAL CLUB 


The next luncheon meeting of the South End Medical Clu 
will be held at the headquarters of the Boston Tuberculosi 
Association, 554 Columbus Avenue, Boston, on Tuesday, 
March 15, at 12 noon. Dr. Nathan Sidel will speak on 


subject “Arthritis in General Practice.” 
ysicians are cordially invited to attend. 


AMERICAN ASSOCIATION OF INDUSTRIAL 
PHYSICIANS AND SURGEONS 


The Industrial Physicians and Surgeons of the United 
States and Canada will hold their thirty-fourth annual meet- 
ing at Detroit, Michigan, April 2 to 9, with headquarters at 
the Book-Cadillac and Statler hotels. Participating groups 
are the American Conference of Governmental Industrial 
Hygienists, the American Industrial Hygiene iation, 
the American Association of Industrial ntists and the 
American Association of Industrial Nurses. 


EXAMINATIONS FOR APPOINTMENT 
IN NAVY MEDICAL CORPS 


Examinations for the selection of candidates for appoint- 
ment to the grade of lieutenant (junior grade) in the Medical 
Corps of the Navy will be conducted at all Navy hospitals in 
continental United States ~ the period April 1949. 

Graduates of approved medical schools in the United 
States or Canada who have completed intern training in ac- 
credited hospitals or who will complete such training within 
four months of the date of the examination, and who are 
physically and otherwise qualified, may be examined for ap- 

ntment as lieutenant ag wd grade) in the Navy Medical 
Co s. Candidates must be less than thirty-two years of age 
at the time of appointment. 

Candidates will be required to appear before boards of 
medical examiners and supervisory Navy examining boards 
at the Navy hospital nearest their place of residence to demon- 
strate their Pc ha and professional qualifications for ap- 

intment. Following approval by the President of the United 

tates and confirmation by the Senate, selected candidates 
will be issued appointment and orders assigning them to duty 
in a Navy medical facility for active service. 

As a result of the authorized additional compensation of 
$100 a month for medical officers, a lieutenant (junior grade) 
in the Navy Medical Corps receives pay and allowances 
totaling $5,011 a year if married, and $4.575.50 if without 
dependents. 

tailed information concerning the form and procedure 
of application may be obtained from the nearest Navy Officer 
Procurement office or from the Bureau of Medicine and 
( 


Surgery, Navy Department, Washington 25, D. C. (Attn: 
Code-3424). 
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AMERICAN BOARD OF OBSTETRICS 
AND GYNECOLOGY, INC. 
The general oral and pa examination (Part II) for 
all candidates will be conducted at Chicago, Illinois, by the 
entire Board from Sunday, May 8, theough Becnedey, May 14, 
1949. The Hotel Shoreland in Chicago will be the head- 
quarters for the Board. Formal notice of the exact time of 
each candidate’s examination will be sent him several weeks 
in advance of the examination dates. Hotel reservations 
= be made by writing direct to the Shoreland. 
andidates for re-examination in Part II must make written 
—_—— to the Secretary’s office not later than April 1, 


Candidates in military or naval service are requested to 
keep the Secretary’s office informed of any change in address. 
Applications are now bei 
tions. Application forms a 


ng received for the 1950 examina- 
nd Bulletins are sent upon request 
made to the American Board of Obstetrics and Gy > 
Inc., 1015 Highland Building, Pittsburgh 6, Pennsylvania. 


SOCIETY MEETINGS AND CONFERENCES 


anvary_ 7-Arau 13. American College of Surgeons. Sectional 
tings. Page xi, issue of December 23. 


Maaca 2-28. Consultation Clinics for Crippled Children in Massachu- 
setts. Page 317, issue of February 24. 


Marca 7-9. American Academy of General Practice. Page 276, issue 
of February 17. 


Marca 8. Harvard Medical Society. Page 355. 
Marcu 8. New England Society of Anesthesiologists. Notice above. 


Marca 10. Evaluation of the Treatments of Arthritis. Dr. Walter 


Bauer. Pentucket Association of Physicians. 8:30 p.m. Haverhill. 
Marca 15. South End Medical Club. Notice above. 


Marcu 24. Cornell Medical Alumni Association. Page 276, issue of 
February 17. 


oe. 1. American College of Physicians. Page 158, issue 
uly 

Apamu 2. American Academy of Pediatrics. Page 318, issue of 
February 24. 

Aram 2-9. American Association of Industrial Physicians and Sur- 

s. Notice above. 

A 5-8. Postgraduate Institute of Philadelphia County Medical 
Society. Page 240, issue of February 10. ™ 

Arrit 14-17. American College of Allergists. Page 276, issue of 
February 17. 
District Mepicau Societies 


HAMPDEN 

A 26. 6:00 p.m. Hotel Highland, (Dinner Meeting.) 
HAMPSHIRE 

May 4. Annual Meeting and Election of Officers. 


MIDDLESEX EAST 
Maaca 23. 
Mary 11. 


MIDDLESEX SOUTH 
Apait 20. Annual Meeting. Hotel Continental, Cambridge. 


SUFFOLK 
Mar 5. Censors’ Meeting. 


WORCESTER NORTH 
27. Annual Meeting. 


CALENDAR oF Boston District ror THE WEEK BEGINNING 
Tuurspay, Marcu 10 


Faiway, Marca 11 
*9:00 a.m.-12:00 m. Combined Medical and Surgical Staff Rounds. 
Peter Bent Brigham Hospital. 
*12:00 m. Clinicopathological Conference. Margaret Jewett Hall, 
Mt. Auburn Hospital, Cambridge. 


00 m.-1:00 p.m. Clini thological Conference (Boston Floa 

H. Pratt Diagnostic Hospital. 

1:30 p.m. Tumor Clinic. Out-Patient Department. Mt. Auburn 
Hospital, Cambridge. 


Mownpay, Maacs 14 
#12:15-1:15 Clinicopa ical Conference. Main Amphi- 
aw Peter Bent Brigham tal. 


(Notices concluded on page xvii) 


; 


